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Presidential Address 


BENJAMIN W. BLACK, M.D. 


the privilege of greeting you on the occasion of 

the opening of the forty-third annual conven- 
tion of the American Hospital Association. Six 
times previously we have met in this fine conven- 
tion city and have enjoyed the friendly hospitality 
that awaits us. We first came here thirty-seven 
years ago and since that time we have gone to 
many other cities, but never to a city more 
gracious, nor one in which our welcome seems 
more sincere. 


|: IS with a great deal of pleasure that I have 


During all of these past years we have been 
fortunate in the leadership of our Association. 
Men of affairs who have guided its destiny have 
always found the way to meet needs as they have 
developed. The Association has grown as it gained 
merited support from the hospital world. The 
difficulties that have beset the way have been 
overcome with the growing confidence of the pub- 
lic in our basic ideals of service and its support 
has assisted in supplying the strength with which 
to carry on. 


The lessons from the last war twenty-five years 
ago make us more apprehensive, as our country 
seems to be drawing toward active participation 
in a horrible world catastrophe. Canada has tasted 
the bitterness and sorrow which comes from such 
a calamity. During her period of suffering and 
travail, she has had our interest, our concern, and 
our sympathy. We have constantly appreciated, 
with depth of feeling, the sacrifices that the hos- 
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pital leaders in that country are daily called upon 
to meet. Many of them are meeting with us here 
today and will share with us their experiences as 
we here give consideration to our present respon- 
sibilities and the future demands that come with 
a changing world. To have served the Association 
during this year, I consider a great experience, but 
no one has served in the office during more urgent 
times. 


Until now, my own country has been spared 
participation in this world war; Canada has suf- 
fered that terrible experience. Continued assist- 
ance has been given as we have made preparations 
to meet the dreaded ultimate, should the day re- 
quire that we become an active belligerent. Many 
scars have already been made, our ranks. have 
been depleted; our standards of service have been 
attacked; many of our loved ones have suffered, 
but with it all there remains much for which we 
might offer thanks. 


Meeting here at this time are a number of sister 
and allied organizations. The American Protestant 
Hospital Association and the American College of 
Hospital Administrators: have been in session for 
the two days previous to the opening of the Amer- 
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ican Hospital Association convention. The Amer- 
ican Association of Nurse Anesthetists, American 
Association of Medical Record Librarians, and the 
Hospital Industries Association will continue in 
session during the week. We are happy that they 
are meeting with us. We extend to them our 
greetings and good wishes. The operations of 
modern hospitals require their interest and 
services to which they are dedicated. From our 
deliberations, much assistance may be expected 
to be used for our advancement, and to the benefit 
of the institutions that we serve. To all of you 
as individual members I am happy to extend a 
hearty welcome and hope that you take away from 
here the things that will best serve your needs. 


Hospital Preparedness 


At the meeting last year in Boston, a resolution 
was adopted directing the appointment of a Stand- 
ing Committee on Hospital Preparedness. The 
purpose was to coordinate and cooperate with the 
American Medical Association and all other organ- 
izations, concerned with preparedness affecting 
civil hospitals, and offer our services to the vari- 
ous departments of the Federal Government. The 
committee was appointed and it has stood ready 
at all times to render such assistance as might be 
demanded. Three of its members and two past 
presidents of the Association were selected to 
serve on the Central Medical Defense Committee. 
The Central Committee has been asked to assist 
from time to time and to confer and develop plans 
relating to our part in the program of national 
defense. The Council on Government Relations, 
through its membership, has rendered a splendid 
service in this connection, all in addition to the 
many other activities in which it has engaged. 


The hospitals of the country have suffered in 
the main from the loss of trained technical per- 
sonnel, nurses, and physicians. Various steps have 
been taken to offset these losses. A careful review 
has been made of the duties that such personnel 
were performing, and where possible those less 
technical duties were assigned to trained attend- 
ants. Women in some instances have taken the 
place of men in performing many common labor 
tasks. In many instances, the work of interns 
and residents was performed by members of the 
staff. Schools for the training of nurses engaged 
in graduate education and refresher courses in- 
creased their enrollment; classes were organized 
for subsidiary aides; classes in dietetics permitted 
the teaching of maids and others the simple prin- 
ciples so that they might the better assist, and 
women were often employed in positions to replace 
men who had been called into the service. 


From the Subcommittee on Hospitals, certain 
specific recommendations were made including: 
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(1) that graduates in medicine be deferred from 
military service until they have completed an 
internship of at least one year—this has been 
done by executive order; (2) that care be pro- 
vided for draftees rejected for medical reasons— 
something has been accomplished, but there is 
much to be done; (3) that employers should be 
required to provide adequate hospital facilities 
for the needs of the workers and their families— 
little has yet been accomplished; (4) that assist- 
ance be given to aid schools of nursing to permit 
increased enrollment of student nurses and to 
increase training facilities in the nursing special- 
ties—work on this proposal is being actively pur- 
sued and special funds seem to be available to 
finance such a program; (5) that through Federal 
authorities hospitals be classified as activities 
essential to national defense, according them equal 
priority in the purchase and delivery of all ma- 
terial, equipment, and supplies which are neces- 
sary for their work. To make this last proposal 
effective, it will require continuous administrative 
action. Hospital needs will be considered second 
only to military requirements in the allocation of 
supplies during the national emergency. Short- 
ages have occurred, especially in certain drugs, 
but every effort is being made to develop plans to 
offset such shortage when possible. 


The priorities system was deemed necessary 
and essential to bring the armed forces of the 
United States to the full strength required by the 
present emergency. Care must be taken to avoid 
the waste of raw materials and of finished prod- 
ucts; both are important to the national defense. 
Few of us realize just how extensively this pri- 
orities system will affect our lives and our work. 
Inventory control has been placed over many items 
and the list promises to be extended. Included are 
ambulances, autoclaves, boilers, medicinal chem- 
icals, hospital and laboratory uniforms, fire ex- 
tinguishers, electro-diagnostic instruments, sur- 
gical and dental instruments and many others too 
numerous to mention. The priority ratings given 
to hospitals may not by themselves solve prob- 
lems unless steps are taken and plans made to 
extend the benefit of these same priority ratings 
to the manufacturers who are called upon to pro- 
duce these materials. This has been presented to 
the authorities in Washington by the Joint Com- 
mittee and it is hoped that with the danger of 
increasing shortages, as well as increased de- 
mands, a solution may be found. 


Hospitals in Civilian Defense 


Just now, and for a short time, civilian defense 
has demanded the attention of all American com- 
munities. Hospitals are actively engaged in the 
preparation of such plans as they place them- 
selves in readiness to meet the increased needs 


HOSPITALS 








rr a a a ee ee er ee ee ee ee ee ee, ee ee ee ee ee a. a. ol 


—_ rms at as at ete & i sm tate ah ab 


a. tt Am i bate tet tf wetl let CUCU eee CUCU eetlCUlkOCOClCle CO lO 











which war and disaster may bring to them. This 
has included plans for immediate and ultimate 
expansion of facilities and methods for the care 
of patients under war-time conditions should 
pombs fall upon our cities. Hospitals are mindful 
of the continuous emergency nature of their or- 
dinary functions and this experience has been 
placed at the disposal of local civilian defense com- 
mittees. Financial problems have intruded them- 
selves with these developments, but as funds have 
been needed the communities have been made 
aware of the needs. Federal legislation promises 
relief in certain defense areas for hospitals and 
allied activities, particularly when needed facili- 
ties are overloaded, and increased demands have 
been made upon them. A noble attempt has been 
made to maintain standards of care for the patient 
through all of these changes and, so far, the loss 
of personnel and failure to secure supplies and 
materials have not greatly lessened the amount 
and quality of care given. With the seriousness 
of impending greater participation in war, greater 
difficulties may be expected and the ingenuity of 
the best minds will be required if we are to con- 
tinue our work in a manner satisfactory to us and 
to our communities. 


Hospital Service Plans Development 


Indicative of the sustained interest in the coun- 
try is the increasing response by the people to 
the invitation to enroll in the many hospital serv- 
ice plans. Sixty-seven approved plans are now 
serving about six and one-half million persons. 
As these plans have grown in size and importance, 
it became apparent that some formal organization 
was necessary to coordinate their activities with 
the interests of the American Hospital Associa- 
tion. The plans have developed and matured in a 
relatively untried and unknown field. They re- 
quired for their own future expansion and growth 
continued access to studies, consultation, and in- 


formation which affected them. 


The plans formulated a proposal in 1939 for a 
permanent organization of their own, and last 
year they met to discuss these needs and their 
future relationship to the membership of this 
Association. The Board of Trustees requested 
them to defer final action in connection with the 
organization of a formal conference until after 
the Commission on Hospital Service of the Asso- 
ciation, acting as agent for the Board of Trustees, 
had prepared a proposal for consideration of the 
Plans and our membership. These instructions 
were contained in the resolution adopted by the 
Board which authorized the Commission to enter 
into negotiations with authorized representatives 
of Plan Boards, with a view to the formation of a 
national organization, interlocked with the Ameri- 
can Hospital Association, the function of which 
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was the development of hospital service plans and 
their related activities to the Association. 


Acting under these instructions, the Commis- 
sion on Hospital Service consulted with plan repre- 
sentatives and following a number of meetings, 
proposed to the Board of Trustees certain recom- 
mendations which included four central features: 
(1) Annual approval for hospital plans by the 
Board of Trustees of the American Hospital As- 
sociation; (2) Active institutional membership of 
approved plans in the American Hospital Associa- 
tion; (3) The election by the approved plans of a 
Hospital Service Plan Commission; (4) Adminis- 
trative regulations for the plans consistent with 
the general policies of the American Hospital As- 
sociation. The Board of Trustees at its February 
meeting unanimously recommended such proposals 
for favorable consideration by the House of Dele- 
gates of the American Hospital Association which 
convened at this Convention. 


That immediate advantage might be taken of 
the proposed organizational structure, the Board 
of Trustees authorized the election of an Interim 
Hospital Service Plan Commission to serve only 
until a meeting of the House of Delegates in this 
city and their action relative to the recommenda- 
tions on the proposals to make them a constituent 
part of basic law of the Association. This was 
accomplished on March first and approved by 
mailed ballot and approved by the Board of 
Trustees. On April first, the original Commission 
on Hospital Service and the Council on Hospital 
Service Plans were discontinued, as negotiations 
were completed to transfer properties and monies 
held by these two groups, to the Interim Hospital 
Service Plan Commission. The House of Dele- 
gates has given consideration to the proposed 
amendment to the By-Laws to conclude these 
various changes. Much thoughtful study has been 
given to these steps, all looking towards the 
advancement of this great movement. It is hoped 
that with the establishment of an elected Hospital 
Service Plan Commission within the framework 
of the American Hospital Association, approved 
by the membership, the hospitals will recognize 
the plans as their allies in the struggle to main- 
tain the voluntary principle in the health and 
hospital service in the United States, and to 
further extend the service to the American people. 


The Rosenwald Family Association has an- 
nounced an appropriation of $25,000 to further 
the work of the Hospital Service Plan Commission 
of the American Hospital Association for the 
years 1942 and 1943. The substantial growth in 
enrollment in hospital service plans during the 
past several years encouraged this splendid gift. 
The donors have expressed special interest in the 
development of the plans, and are interested in 
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the extension to the low income workers and their 
families and with the expansion of the voluntary 
principle of hospital service. 


Legislation Affecting Hospital-Employee 
Relationship 


For the past several years hospitals have be- 
come increasingly concerned with efforts made to 
unionize maintenance and nonprofessional em- 
ployees. Public donations and endowments and 
income from other sources have not been in- 
creased, but more often decreases have prevailed. 
With unionization has come demands which almost 
inevitably increase operating expenses and tend 
to render hospitals less able to carry on essential 
functions, resulting in diminution of quantity and 
quality of hospital care. To enforce demands for 
increases in wages, strikes have occurred in sev- 
eral hospitals. Incident to them, there have been 
many unfortunate occurrences, including picket- 
ing, demonstrations against persons called upon to 
care for the sick, interference with the removal 
of patients from hospitals, interference with the 
receipt of food, supplies of various kinds, and the 
removal of garbage. 


In about twenty-five states, so-called Labor 
Anti-injunction Acts have become laws; the gen- 
eral effect of which has been to limit the right of 
state courts, or to hamper such courts, in granting 
injunctions in cases involving labor disputes. It 
has been generally assumed that such laws did 
not apply to hospitals, as it has been felt that such 
statutes dealt primarily with labor disputes in 
industry and that a hospital was not an industry 
in the ordinary sense of the term. Recent court 
decisions have cast considerable doubt upon the 
soundness of these assumptions. Four cases have 
been considered by the courts within a recent 
period of time, and with these court decisions all 
hospitals should become familiar. The labor rela- 
tions involved and the implications in these court 
decisions merit thoughtful consideration and 
analysis. 


The Supreme Court of Pennsylvania held that 
the Labor Anti-injunction Act did not apply since 
a labor dispute within the meaning of the Act was 
not involved because, under the Act, in the words 
of the court: “A hospital is not an industry, 
neither are the employees of a hospital engaged in 
a single trade, craft or occupation.” Giving the 
words industry, trade, craft, or occupation, their 
commonly accepted meaning, we feel that they do 
not include the operations of a hospital. 


The Supreme Court of the United States has 
held that a thing may be within the letter of a 
statute and yet not within the statute because 
not within its spirit. In this connection the court 
said: 
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“Hospitals are scientific institutions created 
for the humane purpose in amelioration of the 
sufferings of mankind. They require for their 
successful operation highly skilled physicians, 
surgeons, technicians, experts, and nurses. 
They likewise require the services of other 
persons, some of whom may be skilled and 
some unskilled, but the whole must be co- 
ordinated, controlled and uninterrupted to 
accomplish the general purpose. This would 
be impossible should we hold the Labor Act 
applicable with all its attending ramifications, 
interruptions, and possible cessation of sery- 
ice due to labor disputes and attending finan- 
cial inability to function. Largely the Leg- 
islature had no such intention and we cannot 
so find, in the absence of a clear and positive 
declaration to that effect.” 


There are other implications in these decisions. 
The courts in some states have rendered a dif- 
ferent decision, possibly because of a difference 
in the language found in the law. In any event, 
the situation in three states seems reasonably 
clear, but how the courts in other states would 
hold is a matter of conjecture. It appears neces- 
sary that our awareness shall stimulate activity 
and interest in these special legislative actions 
that we may offset the danger that will follow 
strikes and attendant evils that have occurred in 
several of our good hospitals. It has been well 
said that in every religion held sacred by man, 
the care of the sick is held to be a spiritual task 
and he whose influence and behavior interferes 
with such time honored traditions and customs 
must assume a responsibility not usually under- 
taken for trifling reasons. 


Association Activities at Headquarters 


This year has given me the same opportunity 
that other Presidents have enjoyed to become bet- 
ter acquainted with the great headquarters of the 
Association. More than twenty skillful efficient 
hospital people under the direction and leadership 
of the Executive Secretary, serve its membership. 
His work, his continued interest, and the unique 
ability which he has for the position he holds, is 
well known to all. To pay a tribute to his con- 
tinued effective service is a pleasure which I share 
with you. Several years ago there was added to 
his duties as Executive Secretary, the responsibil- 
ity of editorship of HOSPITALS. He has con- 
tinued to carry these two important functions, 
even though at times he has felt that the burdens 
of office rested heavily upon him. As the demands 
upon his time increase, particularly in this time of 


. world emergency, it may be necessary to plan some 


relief that he may the more effectively serve the 
Association. His contact and experience in mili- 
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tary and legislative matters continue to be of 
untold value. 


The Assistant Secretary has done and is doing 
an exacting job in a manner worthy of credit and 
attention. He has been assigned as secretary to 
handle details of the work of the various Councils. 
With work constantly being so well handled by 
these Councils his own duties have been magni- 
fed. A great deal of the work of the Association 
is accomplished through its Councils. The Chair- 
man of each Council and the President of the 
Association constitute the Committee on the Co- 
ordination of Activities, of which the President is 
the Chairman. This Committee of Coordination 
has consisted of seven members. The purpose of 
the Committee includes five essential tasks: (1) 
Developing the scope and details of a program of 
activities for the Association; (2) Coordinating 
the activities of the various Councils; (3) Devel- 
oping the program for the annual convention; 
(4) Preparing an annual report of each Council 
for presentation to the House of Delegates and 
for publication in The Transactions; (5) Prepar- 
ing an annual budget covering the activities of 
the Councils, including their respective commit- 
tees. Serving with the Councils and serving in- 
dependently are many committees. Without their 
work, the association would render a much less 
effective service than it does render with their 
continued help and assistance. Much time and at- 
tention is given by those who serve in these capac- 
ities. I have been delighted to be privileged this 
year to serve with these fine men and women. 


Within this hour it is not possible to name the 
other members of the headquarters staff and de- 
tail to you the work they do. I have found a 
well-organized group, always courteous, efficient, 
generous with their time, alive to the ideals and 
purposes of the Association, and proud to have a 
part in it. Recent action of the Board begins a 
new study of plans whereby their tenure may be 
more secure through the adoption of some plan of 
employee retirement. 


Association Free from Indebtedness 


The Association, during the year, has brought 
tangible conclusions to some of its hopes. In 1926 
we undertook to purchase headquarters in the city 
of Chicago. I am glad to report to you that during 
the year the full indebtedness covering that build- 
ing has been cleared and the Association today 
reports to its membership that it is free from any 
Indebtedness. The membership is the largest in 
history. On July 9, 1941, the three thousand mark 
of Institutional members was reached. Five years 
ago at this time we had 1839 members. In less 
than five years the membership has increased by 
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1161 or more than one-third of our total. In this 
connection, I must pay tribute to Asa S. Bacon, 
the faithful and efficient Treasurer of the Asso- 
ciation, who has served for several years as Chair- 
man of the Membership Committee. He is well 
known to you for his long service to hospitals and 
to this Association. He and his committee have 
been instrumental in the establishment of this 
record, rarely equalled in organization work. 


State and Provincial Associations 


The midwinter conference of Presidents and 
Secretaries was held last February and, as has 
been true in other years, it proved more than 
worth while. A good program was arranged and 
under the direction of that leadership many of 
the state and provincial associations have become 
more closely allied with the national body. The 
Regional Assemblies have been characterized by 
splendid programs; interest has been stimulated 
as their meetings have been marked with larger 
attendance and increased enthusiasm. The Asso- 
ciation conducted the Institute in Chicago which 
has just closed, after its most successful session. 
A successful Institute with a large attendance was 
held in Puerto Rico. It has served by its interest 
and assistance in other institutes held throughout 
the country during the year. This rather long de- 
tail of the many activities for the year has been 
justified, I hope, for it permits me to acknowledge 
the constructive effort which all of you have put 
forth in making this year one of important ac- 
complishment. 

In Conclusion 


There remain so many things to do with time 
so short and fleeting in which to do them. I echo 
the sentiments of all my predecessors when I say 
that as I come to the end of my year, I have the 
regret that it has hurried by too rapidly. I have 
been aware of the many things to be done that 
were pressing and needed. I wish I could have 
done more! I have had a splendid time, managed 
to keep busy, traveled much, taken many days 
away from my own office, but was always sus- 
tained and assisted by your helpfulness and inter- 
est, for which I am deeply grateful. 


When we conclude the deliberations of the next 
few days, I shall turn over to my worthy succes- 
sor, the President-Elect, a great organization. It 
has been a great pleasure to be associated with 
him. As Dr. Basil C. MacLean assumes the duties 
of this office, I have the confidence that comes 
from personal knowledge that he will lead the 
Association in greater accomplishments. To him 
I would pledge every assistance and aid that I can 
give. I wish for him such opportunities which the 
challenge of the age offers only to such leadership 
as he will bring to his new responsibilities. 
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Preparedness of the Hospital 
WINFORD H. SMITH, M.D. 


same topic at the meeting of the American 

Hospital Association a year ago. Some of the 
problems which I mentioned at that time have 
become realities. While we now know more defi- 
nitely what the effect of the Preparedness Pro- 
gram has been, we still do not know what the ul- 
timate effect may be, nor do we yet know the max- 
imum role which the civil hospitals may be called 
upon to play and no one can tell us at this time. 


Last year I urged that a Hospital Preparedness 
Committee be appointed to represent this Asso- 


[ WAS my privilege to speak upon much the 


ciation in the planning and discussion involving — 


the civil hospitals. 


President Black immediately appointed a com- 
mittee consisting of Dr. Frederic A. Washburn, 
Dr. Claude W. Munger, Dr. Benjamin W. Black, 
Rt. Rev. Msgr. M. F. Griffin, with Dr. Winford H. 
Smith, as chairman. 


At about the same time the President of the 
United States appointed a Central Committee 
known as the Health and Medical Committee to 
coordinate all medical activities with relation to 
the Preparedness Program. This committee con- 
sists of Surgeon General Magee of the Army, Sur- 
geon General McIntire of the Navy, Surgeon Gen- 
eral Parran of the U.S. Public Health Service, Dr. 
Lewis Weed, representing the National Research 
Council, and Dr. Irving Abell, representing the 
American Medical Association. 


Shortly after its creation this central commit- 
tee appointed numerous subcommittees to deal 
with the many phases of the defense problem, in- 
cluding a Subcommittee on Hospitals, which is 
composed as follows, Rev. Father Alphonse Schwi- 
talla, S. J., Dr. Nathaniel W. Faxon, Dr. Malcolm 
T. MacEachern, Dr. Claude W. Munger and Dr. 
Winford H. Smith, as chairman. 


Symposium conducted at the American Hospital Association 
Convention, Atlantic City, 1941, with the following participants: 
Winford H. Smith, M.D.; Isabel Stewart; James A. Crabtree. 
M.D.; A. G. Engelbach, M.D.; Milton H. Luce: Everett W. 
Jones. Basil ©. MacLean, M.D., Discussant. 
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Undoubtedly the committee appointed by Dr. 
Benjamin W. Black would have served every pur- 
pose which the Health and Medical Committee had 
in mind but for reasons of its own it was decided 
not to accept committees appointed by other or- 
ganizations, but to appoint its own subcommittees 
or special committees. 


It was apparent that the underlying purpose of 
these two committees was the same. Therefore, 
it was mutually agreed that the Subcommittee on 
Hospitals would act instead of the American Hos- 
pital Association Committee. Furthermore, it was 
felt that the Subcommittee, having official Gov- 
ernment recognition and standing, might well be 
in a stronger position. 


There has been no meeting of the Preparedness 
Committee of the American Hospital Association 
because of the activities of the other committee, 
and as its chairman I have recommended to Dr. 
Basil C. MacLean, that a new committee be ap- 
pointed to represent the American Hospital As- 
sociation, or, at least, that the members who are 
on both committees, Dr. Claude W. Munger and 
myself, as chairman, be replaced. 


There is a place for both committees because 
the Subcommittee on Hospitals must work under 
definite instructions and restrictions which would 
not be the case with the American Hospital Asso- 
ciation Committee. The two committees could 
work together or at least supplement each other 
to advantage but the personnel should be entirely 
different. 
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Subcommittee on Hospitals 


The Subcommitee on Hospitals has held only 
two formal meetings, both at the request of the 
Health and Medical Committee, to consider spe- 
cial problems. However, other problems involv- 
ing the interests of the civil hospitals were dis- 
cussed. The committee cannot point to any dis- 
tinctive achievement thus far but believes that its 
recommendations have been helpful and to the 
interest of all hospitals. 


I take this occasion to speak of these two com- 
mittees in order that you may know what has 
happened and may understand why the Prepared- 
ness Committee of this Association has not been 
active. 


Plans of Subcommittee on Hospitals Depend upon 
National Policies and Military Needs 


There may well be those who feel that the Sub- 
committee on Hospitals has not been sufficiently 
active. Up to the present, however, the Commit- 
tee on Hospitals has not felt that there was more 
that it could do until national policies and mili- 
tary needs have been clarified. I remember well 
during the last World War that there was the 
same unrest among hospitals and a desire to do 
things to help and that a great deal of work was 
done and time and effort consumed which proved 
to be of little, if any, value once the Government 
program was fully developed. 


The Committee on Hospitals has ever kept in 
mind the interests of the civil hospitals and their 
desire to be of assistance. The committee will 
gladly receive suggestions as to future activities 
but I must remind you that this committee is only 
one of many subcommittees and that some of the 
problems affecting hospitals may well belong in 
other hands. 


This brief review has a bearing upon the topic 
assigned to me because it, at least, indicates that 
up to the present no general role has been as- 
signed to the civil hospitals of the country except 
to carry on as usual, surmounting the difficulties 
which have developed and are developing. 


Two Phases in Defense Problem 


In discussing “Defense and the Hospital,” it 
seems to me that there are two phases of the 
problem: 


One, the effect of the national program upon 
the civil hospitals and the other, the role of the 
civil hospital as a part of the defense program. 


| — Effect Upon Civil Hospitals 


With regard to the first phase, some of the ef- 
tects have already begun to be felt and some of 
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the predictions which I made in my remarks last 
year have become realities. 


Increased Cost of Commodities 


The civil hospitals have already experienced in- 
creasing cost of all commodities, have had diffi- 
culty in obtaining certain articles because of the 
demands of defense production, have been cut off 
from the foreign markets, particularly in the case 
of surgical instruments and other technical appa- 


_ ratus, have met serious difficulty in the shortage 


of labor, both professional and lay, have been 
obliged to raise salaries and wages and in some 
localities have been confronted with increased de- 
mands for hospital service, due to the great in- 
crease in population, resulting from the vast 
expansion of defense industries. 


And the end is not in sight. We shall continue 
to meet these same problems, undoubtedly in more 
acute form, if this country actually goes to war. 
All of these factors involve increased costs of op- 
eration, which means that increased revenue must 
be found unless operating deficits are allowed to 
pile up. This should be avoided wherever pos- 
sible because, after the emergency is over, we shall 
have an even greater problem to meet in. this re- 
spect. No general formula can be given. Each 
hospital of each commuity must find the answer 
best suited to its own needs. 


Supplies 


With regard to the difficulty in obtaining sup- 
plies, we must be forehanded but we must, at the 
same time, be reasonable. Certain articles will 
not be obtainable at all where substitutes can 
be found and this we must accept. Whether or 
not institutions should lay in larger supplies de- 
pends upon local needs and local conditions. It 
is a matter for consideration, however, and I am 
sure that you are aware of the problem. 


Personnel 


The shortage of personnel is likely to continue 
as one of our greatest difficulties and particu- 
larly the shortage of nurses, interns, pharma- 
cists, therapists, orderlies, technicians, and, in 
some localities, clerical and stenographic person- 
nel. 


In many localities hospitals have been obliged 
to increase salaries and wages materially in order 
to hold trained and competent personnel and to 
raise basic rate of pay for all employees in order 
to obtain help at all. This is not without its good 
side, however, because generally speaking hos- 
pital labor is paid much lower wages than in other 
fields of employment. The end is not in sight and 
we must face the possibility that we may never 
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be able to go back to the old scale of wages. We 
should not try to if there is any way of avoiding it. 


Employment of Older Men and Women 


It has also been necessary to employ older men 
and women, to substitute women for men, to 
relax somewhat the requirements with regard to 
physical fitness and while every effort should be 
made to maintain an adequate service to patients, 
on the other hand, the upkeep of the physical plant 
may suffer, although this should be avoided if 
possible. 

Interns 


In regard to the shortage of interns, the pres- 
ent policy of allowing medical graduates to take 
one year as intern before becoming subject to the 
draft seems to be reasonably satisfactory and all 
that we should expect. It will be necessary in 
some hospitals to revise the intern organization 
to a one year basis, but this can be done without 
serious interference with essential activities. 


Residents and Assistant Residents 


The situation regarding residents and assistant 
residents is still difficult, although less so since 
the age limit of 28 years has been adopted, but 
the question is “Will this limit be held indefi- 
nitely?” Some hospitals have suffered losses of 
professional personnel much greater than should 
have been the case, but this was not due so much 
to the draft as to the fact that in many instances 
all members of the staff were advised to seek 
commissions in the Reserve Corps of the Army 
and Navy. These men were then called to duty 
as Reserve Officers but were not called by the 
draft. From all that I can learn the Draft 
Boards have generally been cooperative and sym- 
pathetic. Undoubtedly, we shall be obliged to 
manage with fewer residents and assistants than 
normally. This we must expect because there are 
not a sufficient number of physicians in this age 
group to satisfy the requirements of the Army, 
the Navy, and the Public Health Service, and at 
the same time provide a full quota for the civil 
hospitals. We should cooperate by pruning this 
group to the minimum. If we continue to de- 
mand deferment for our usual number of resi- 
dents and assistant residents we shall defeat our- 
selves by creating antagonism and lack of con- 
fidence. 


Supply of Trained Nurses 


The supply of trained nurses is and will con- 
tinue to be our gravest problem. The majority of 
hospitals in the East, at any rate, have been un- 
able to recruit a sufficient number of graduate 
nurses, particularly for general duty. This is due 
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to several causes. The demands of the Army, 
Navy and Public Health Service have thus far 
not been so heavy as to account for the deficiency. 
There is also the increasing number of other po- 
sitions open to nurses and probably the greatest 
factor has been the demand for private duty 
nurses, with the larger financial return for this 
type of service. 


What have the hospitals done and what can 
they do when a much larger number will be re- 
quired for military service? Thus far the situa- 
tion has been met in various ways: 


By attempting to care for the normal number 
of patients with a depleted staff ; 


By utilizing a much larger number of nurses’ 
aides or attendants; 


By lengthening the hours of duty for nurses; 


By curtailing the number of patients; 


By the use of personnel supplied by the Na- 
tional Youth Administration and the W. P. A. 


None of these measures are altogether desira- 
ble or satisfactory and can only be considered as 
temporary measures, although some of them may 
be necessary for an indefinite period. 


The first need is for more trained nurses, but 
more about that later. 


Training and Using Attendants 


The use of more attendants, either training 
them on the job or by enrolling young women for 
regular organized courses of from six to nine 
months is, I believe, a sound procedure, not only 
for the emergency but as a permanent plan. 


Announcement has been made by Mayor La- 
Guardia, Director of Civilian Defense, that in the 
next twelve months his organization will seek to 
have 100,000 nurses’ aides trained in collabora- 
tion with the American Red Cross and the civil 
hospitals. It is planned to enroll women between 
the ages of 18 and 50, who have at least a high 
school education, and to give them a course pro- 
viding eight hours of intensive instruction over 
a seven week period, including two (2) hours daily 
for five (5) days each week in practical nursing 
and three (3) weeks of supervised practice in local 
hospitals. If this program can be carried out it 
will be an important contribution toward the so- 
lution of the problem of caring for the sick in both 
civilian and camp hospitals. Whether the num- 
ber specified can be enrolled and trained remains 
to be seen, but under strong leadership and as 4 
defense measure the response should be great. 
The civil hospitals should, and I am sure will co- 
operate whole-heartedly. 
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Perhaps the training of these nurses’ aides pre- 
sents less difficulty than fitting them into the or- 
ganization after they have been trained. If they 
desire to work in hospitals when they feel like it, 
then their usefulness will be negligible, but if they 
are enrolled for definite service with specified 
hours, serving definite days each week, then they 
can be used to great advantage. 


However, in order to use personnel of this type, 
or other untrained and inexperienced types, it be- 
comes absolutely necessary that an adequate num- 
ber of graduate nurses shall be available as a per- 
manent staff. 


As the demand for graduate nurses by the 
Army, Navy, Public Health Service and civil hos- 
pitals increases, these demands cannot be met 
unless more of the graduates are willing to give 
up, at least for the period of the emergency, the 
larger financial return from industrial and pri- 
vate duty nursing and, as a part of the defense 
program, accept their share of the responsibility 
of caring for the sick in the civil hospitals, just as 
their sister nurses do in accepting military serv- 
ice. Unless the nursing profession responds to a 
greater extent than present indications promise, 
then, in my judgment, the nursing profession will 
not have lived up to its tradition and will fall short 
of doing its full duty. The hospitals must expect, 
however, to pay reasonable salaries to graduate 
nurses. 


Increasing the Number of Pupil Nurses 


Next to the need of graduate nurses is that of 
more pupil nurses. Congress has appropriated 
$1,200,000.00 for this purpose and also to provide 
specialized training and refresher courses for 
graduates. The amount is, I believe, inadequate, 
but at least it will help enormously and if the need 
of more becomes clearly manifest it should be 
forthcoming. 


I have my doubts as to the success of refresher 
courses; that is, as to the number who will en- 
roll. If, however, older graduates would enroll in 
sufficient numbers, their services would be invalu- 
able to the civil hospitals, where, I presume, they 
would serve. 


Providing Additional Hospital Beds 


In some localities the enormous expansion of 
defense industries has resulted in great increase 
in population, and the hospital facilities are en- 
tirely inadequate, and in many of the camp areas 
this is also the case so far as concerns hospital fa- 
cilities for the non-military population, which is 
estimated to be at least one-half of the population 
of the camps themselves. This is a problem of 
considerable importance, as is indicated by a sur- 
vey made by the U. S. Public Health Service at the 
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request of the Subcommittee on Hospitals. ‘The 
survey indicated that at least 10,000 additional 
hospital beds would be needed to meet this situa- 
tion adequately, and it is quite probable that this 
estimate is much too low. The Subcommittee on 
Hospitals made definite recommendation to the 
Health and Medical Committee to the effect that 
where such needs developed in connection with 
military or other government projects it should be 
the responsibility of the Federal Government to 
make adequate provision. It was also recommended 
that where such needs develop in connection with 
the expansion of private industry for defense pur- 
poses, the Government should require those com- 
panies handling defense contracts to take the steps 
necessary to meet this need, either through the 
use of existing hospitals, the temporary expansion 
of such hospitals, or the provision of new tempo- 
rary hospitals adequate for the period of the 
emergency. 


Industry and the Use of Hospital Service Plans 


In some localities the civil hospitals have al- 
ready had to meet greatly increased demands. 
The hospitals will do their best but this demand 
should not be allowed to impose a larger burden 
upon the financial resources of the hospitals. 
There is no excuse for it. Industrial workers are 
making high wages and they should pay for the 
service to themselves and members of their fam- 
ilies. It would be well if the industries involved 
would recognize the importance of this problem 
and would cooperate by the use of hospital service 
plans. Mr. Paul McNutt, Federal Security Admin- 
istrator, has endorsed and will encourage partici- 
pation by employers and employees in group pay- 
ment plans for hospital service. In some in- 
stances, as in the case of non-military populations 
around camps, there will be large numbers of the 
medically indigent. In all such cases the increased 
cost should be met by government funds. 


I believe $150,000,000.00 has been voted by Con- 
gress to meet these situations, either by new con- 
struction or otherwise, as may be indicated. The 
civil hospitals should be alive to the situation; 
they should cooperate fully, but in the urgency 
they might find themselves assuming a burden 
which it is not their duty to assume because such 
situations are the result of the Defense Program, 
and are entirely outside and beyond the local re- 
quirements for which these hospitals were con- 
ceived and built. 


Difficulty of Obtaining Supplies and Equipment 


Mention has already been made of the difficul- 
ties in obtaining supplies and equipment of vari- 
ous kinds as one of the effects of the Defense 
Program, from which the civil hospitals have suf- 
fered. This may become a serious matter. The 
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Subcommittee on Hospitals has long since recom- 
mended to the Health and Medical Committee that 
the civil hospitals be given the same priority rat- 
ing as other activities essential to national de- 
fense. The Executive Secretary of that Commit- 
tee reports that this recommendation was 
approved by the Health and Medical Committee 
and that he has attempted to develop a working 
relationship with the Priorities Division of the 
O.P.M. Through his efforts and the active inter- 
est of the American Hospital Association and the 
Committee on Priorities for Civilian Hospitals, a 
rating of A-10 has been given to hospitals and a 
list of fourteen items or groups of items has been 
placed on the priorities list available to hospitals. 
The list is far from being as comprehensive as it 
need be; for example, sutures of various kinds are 
not included, nor have other operating room ac- 
cessories, splints, appliances, linens, hospital fur- 
niture and many other items which should be 
included. Doubtless, this situation can be recti- 
fied but this priorities matter should be followed 
consistently and persistently by the various 
committees and organizations concerned to insure 
adequate protection to the civil hospitals in this 
respect. 


Il— Role of Civil Hospital 
in Defense Program 


The other phase of my subject relates to the 
part of the civil hospitals in the Defense Pro- 
gram. In the previous discussion some indications 
of the hospital role have already been touched 
upon. 


I wish to emphasize that, broadly speaking, the 
most important role of the civil hospital is to con- 
tinue to operate at full capacity for the care of 
the civil population. This may be difficult, and 
radical rorganization may be needed in many in- 
stances, but it must be accomplished. 


Training Centers 


The civil hospitals should continue to be the 
training centers for supplying competent physi- 
cians and nurses both for the civil and military 
needs, both for the emergency and for the future. 


We can easily provide for the training of doc- 
tors if we are allowed to recruit the young gradu- 
ate in medicine as interns and residents which we 
need for the proper operating of the civil hospitals. 


We can, likewise, turn out properly trained 
nurses, but here we face the problem of recruiting 
adequate numbers. I believe that a definite drive 
should be made to interest the young women of the 
country who possess the proper educational re- 
quirements to enroll in our schools of nursing for 
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the regular course as a service in the interest of 
national defense. I repeat that school enrollment 
should be increased at least 15 per cent. (Last 
year I estimated 10 per cent.) This movement 
should be encouraged publicly by Government au- 
thority and by the National Organization of 
Nursing. 


To train the increased number will require more 
teachers and a permanent staff of competent grad- 
uates for supervision and for general duty. To 
this end we must have the cooperation of the mili- 
tary authorities in recognizing that the civil hos- 
pitals must be protected and perhaps by the use 
in military hospitals of nurses’ aides and attend- 
ants, thereby easing the demand for graduate 
nurses. 


Training Nurses’ Aides and Attendants 


The civil hospitals can use and train the nurses’ 
aides or attendants in such numbers as will meet 
the demands of both civil and military hospitals. 
This can be done in organized courses of from six 
(6) to nine (9) months duration, or if the need 
is sufficiently urgent, perhaps in a shorter period. 
If they are to be used by the military hospitals 
they should have the organized course. On the 
other hand, they can be trained on the job, so to 
speak, to serve the civil hospital, because they 
would be under more constant supervision. 


Establishing Refresher Courses 


Mention has already been made of the possi- 
bility and desirability of refresher courses for 
older graduates, who have been out of active nurs- 
ing for some years. This is entirely feasible and, 
if sufficient numbers are interested, would be well 
worth while. Many of them, because of age, home 
responsibilties, and other reasons, would not be 
available for military service, but if they enabled 
the civil hospitals to function and release more 
of the younger graduates for military service, 
they would be contributing to the defense pro- 
gram quite as definitely as if they were in mili- 
tary service. 


Possibility of Shortening Regular Courses for 
Nurse Training 


It may become necessary to consider shorten- 
ing the regular course of nurse training, but I urge 
that this should not be done except as a last re- 
sort. The need of more, thoroughly trained, com- 
petent nurses with good educational background, 
is real even now, and will be just as real, perhaps 
even more urgent after the emergency is over. 


Military Units 
Many hospitals have organized military units 
to be called if and when needed. Such units were 


a most important contribution by the civil hos- 
pitals during the last World War and they will 
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be important factors in the military establish- 
ment again if they are needed. If these units are 
called, however, the hospitals from which they 
go will be severely crippled. That is expected, 
put that is a further indication of the spirit of 
cooperation on the part of the civil hospitals. If 
war actually comes it will be difficult to retain 
many men and women who are needed at home. 
They should be made to realize that under such 
circumstances they are serving quite as definitely 
by carrying on at home as those who enter mili- 
tary service. 
Research 


Many hospitals are cooperating by the pro- 
motion of important research, the results of which 
may be of inestimable value to military medicine 
and surgery. 


I have already mentioned that the expansion of 
defense industries, with the resulting shifting of 
population has imposed burdens upon the civil hos- 
pitals. The civil hospitals will cooperate to the 
fullest possible extent; they will crowd more beds 
into existing space, if possible, without jeopardiz- 
ing the safety of the patients; they will expand, 
if necessary. I repeat, however, that where the 
civil hospitals are obliged to meet these extraordi- 
nary demands due to various aspects of the de- 
fense program, they should insist that the in- 
creased financial load shall be carried by others; 
the individuals to be served, the industries in- 
volved or by the Federal Government. Vast sums 
of money are available for every other essential 
defense activity and should be available for hos- 
pitalization purposes, if needed. 


Rehabilitation of Men Rejected for Service 


There is considerable discussion with reference 
to the number of men rejected as unfit for mili- 
tary duty because of remedial defects and the 
desirability of adopting measures to remedy such 
defects to the end that the individuals shall be 
available and fit for military service. The Commis- 
sion on Physical Rehabilitation has definitely rec- 
ommended that steps be taken to insure the re- 
habilitation of those who have conditions which 
can be corrected so that they shall be available 
for either full or restricted military service. 


This Commission also recommended that if such 
a program is adopted the only satisfactory method 
of providing for such service will be by providing 
Federal funds with which to pay for this work 
and it definitely recommends that Congress should 
enact legislation to defray the cost of such a re- 
habilitation program. 


If such a program were adopted a further bur- 
den would be placed upon civil hospitals, which it 
might well be impossible for them to assume with- 
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out radical curtailment of non-emergency service 
to the civil population. Careful consideration 
should be given before assuming such a burden 
but we should cooperate if it becomes a part of 
the defense policy. I assume that such corrective 
measures would have to be based upon a volun- 
tary act on the part of the individual and unless 
public opinion was very strong in backing such a 
program, it might not become a problem at all, 
although it would be very desirable both from 
the military and the public health point of view. 


Community Cooperation Needed in Hospital 
Defense Program 


Many hospital authorities, anxious to be of as- 
sistance and desiring to be prepared, have wanted 
a program which they could follow in order to be 
ready for any emergency in the event of invasion 
or bombing of defense areas in this country. The 
members of the Subcommittee on Hospitals have 
felt that the problems would vary to such an ex- 
tent in the different localities and the need of co- 
operating with, and the necessity of coordinating 
the hospital phase with all the other phases of a 
complete program for the different cities and 
states, that it would be impracticable to set up 
any one program suitable for general application. 


It is our opinion that in these instances, where 
such preparations are needed there must be a 
comprehensive program embracing not only hos- 
pitals but municipal and state authorities, fire de- 
partments, water departments, police depart- 
ments, industry, other professions and military 
authorities. Such a program involves not only 
the use of existing hospitals, their emergency ex- 
pansion, the evacuation of patients from urban 
to rural hospitals, but also the provision of trans- 
portation facilities, communication systems, emer- 
gency fire forces, shelters, first aid stations and 
first aid squads, stretcher bearers and numerous 
other defense measures. 


Unless the whole program is properly worked 
out and the various phases properly integrated 
and coordinated, it will be well-nigh useless. Fur- 
thermore, such a program must be sponsored by 
responsible authorities and representatives of all 
interests involved in order to have the whole- 
hearted backing of public opinion. 


In some states and some cities such programs 
have been developed and a good exposition on 
such a program appeared in the June number 
of Modern Hospital written by James A. Hamil- 
ton, director of the New Haven Hospital. This 
is a description of the organization for the city 
of New Haven. Furthermore, I understand that 
Connecticut has developed one of the best all 
around organizations yet developed. 
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Dr. George Baehr, chief medical officer of the 
Office of Civilian Defense, recently made public 
Medical Bulletin No. 1 entitled “Emergency Med- 
ical Service for Civilian Defense,” issued by the 
0.C.D. The organization chart is reproduced here- 
with. 


The country is divided into nine defense areas, 
identical with the War Department Army Corps 
areas. All civil hospitals are called upon to co- 
operate, but the need on the Atlantic and Pacific 
coasts is especially stressed. A study of the Chart 
of Organization will indicate clearly that the role 
of the civil hospital is to be most important. With 
the issuance of such a call and with definite in- 
structions as to organization there should be little 
difficulty in determining just what each hospital 
should be. In any event there is now a source 
of specific and authoritative information, and 
doubtless other bulletins will be issued dealing 
with special precautions for vulnerable areas. 


It should be borne in mind, however, that the 
danger is not alone that of invasion and/or bomb- 
ing. There is the ever present danger of fire or 
explosion in defense industries, either as the re- 
sult of accident or sabotage, and in all areas where 
large defense industries are located hospital au- 
thorities should at once consider how they could 
handle the problem should a large number of 
casualties suddenly be in need of hospital service. 


It is apparent that the civil hospitals have an 
important part to play in the defense program. 
If they did nothing more than to continue to care 


the hospital, I want to start with a quick sur- 


I’ THIS discussion of the priority problems of 
very of the general priority problem. 


Beginning with the close of last year, 1940 was 
the first time since World War I that this coun- 
try again began to hear of priority problems, and 
even then, not very much consideration was given 
to these problems because they affected such a 
very few industries. But with the turn of the 
year came an upward turn in defense orders 
placed and defense muterial produced. At the 
same time the defense effort was increased by 
leaps and bounds, so that the smoldering problem 
of shortages became the burning problem number 
one for all industries. 


Preference Rating 


Preference ratings, combined with plans for al- 
location of all of the critical materials, were made 
necessary because of this enormous increase in 
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for the civil population, in the face of the difficul- 
ties confronting them, they would do well, but 
they will do more because more is demanded of 
them and they will, as always, endeavor to meet 
all legitimate demands and especially will this be 
true in a national emergency. 


Civil Hospitals When the Emergency Ends 


I wish I could feel as confident of the future of 
these hospitals in the years following the end of 
the emergency when the great industrial expan- 
sion suddenly stops and begins to shrink, with 
the inevitable depression resulting, with possible 
inflation and with burdensome taxation drying up 
contributions and legacies. It has been stated 
that we should all plan for a ten year period of 
unsettled economy and disrupted living and work- 
ing conditions. No one can give the answer at 
present but it behooves us to give thought to this 
phase of our problem, as well as to our immediate 
role in the National Defense Program. 


In this discussion I realize that I have said very 
little that is new. Many of the points made have 
already been discussed in the numerous articles 
which have been written with reference to various 
phases of the Defense Program. I claim no orig- 
inality. I am sure that many of you will have in 
mind points of importance which I have not 
touched upon. If I have helped to broaden your 
point of view or helped you to visualize your prob- 
lem somewhat more clearly, that is all I could 
hope for and is my justification for this address. 
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demand which so far exceeded the available sup- 
ply that there was not enough of the critical ma- 
terials to go around. 


May I, for just a moment, challenge each one of 
you to put yourself in the shoes of the Director of 
Priorities. Perhaps when you do this you will get 
a different viewpoint concerning the problems that 
confront this priority section. 


Do you know that providing you have accepted 
my challenge that you would now have to decide, 
not only what line of industry you were going to 
help get their critical materials, but you would be 





27 











compelled at the same time to have to decide what 
line of industry you were not willing to allow to 
receive these same critical materials, because (and 
please do not forget this) there simply is not 
enough of certain critical materials to go around; 
therefore, someone goes without in order that 
someone else, whose needs are considered to be 
more important to national defense, might re- 
ceive—and the Director of Priorities must say 
who’s who. 


I either read or heard someone say that the 
Office of Production Management, OPM, might 
stand for “Oh, promise me”—well, the promise 
from the priority division may mean “Yes, Mr. 
Manufacturer, you get it,” or it may mean “No, 
Mr. Manufacturer, you do not get it,” and I am 
hoping that you will now understand the reason 
why in either case. 


For the last fourteen months, I have been in 
Washington, and during that time have been in 
close touch with the problems affecting the man- 
ufacturers of health supplies and equipment, 
which are used by Army, Navy, public health in- 
stitutions and practicing physicians, surgeons, 
dentists and veterinarians. 


As early as September a year ago, the Army 
and Navy Medical Departments were much inter- 
ested and much concerned with not only their own 
problems, but also the problems affecting the gen- 
eral health of the civilian population. During this 
past year, both Army and Navy have been ex- 
tremely helpful in working out and putting into 
operation the new health supply rating plan. 


I can assure you that, without exception, I have 
never found a single individual that disagreed with 
the statement that something had to be done so 
that public health might be considered necessary 
to national defense and as such would be entitled 
to an “A” classification in the defense preference 
rating schedule. 


The only difficulty we have ever encountered 
was to determine just how such a program could 
be made to function and yet not conflict with the 
general priority classifications and policy already 
established. 


How New Health Supplies Rating Plan Works 


Today we have this plan in operation, and no 
doubt almost all of you have a general idea of how 
it works, but perhaps some of you may not be per- 
fectly clear on just what the plan is designed to 
do in the interest of public health; therefore, I 
will make an effort to have you see what and how 
this new health supplies rating plan may help 
solve some of the problems in the successful oper- 
ation of your institutions. 
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I have heard it said that if any of us were given 
written instructions as to just how to open a 
pocket knife, and providing we depended on these 
instructions only, we probably would find that the 
knife could not be opened, so while we have writ- 
ten explanations of this plan that are available 
for anyone wanting them, I expect the majority 
of us will treat this explanation in about the same 
way many insurance policies are treated—set 
aside to be read later, and probably never looked 
at again. Anyway, providing you want the full 
details of the plan, they are yours for the asking. 


This health supply rating plan starts with a spe- 
cific list of fourteen classifications of articles 
which are covered by the plan, and on which there 
will be granted to any manufacturer making one 
or more of these articles a preference rating of 
A-10. 


This rating of A-10 is given, as I have stated, to 
the manufacturer who in the plan is referred to as 
the producer. This producer is givn the right to 
extend his preference rating of A-10 to his sup- 
plier and also to his suppliers’ sub-suppliers, and 
then further extended down the line as far as nec- 
essary to get all of the necessary scarce material 
in order to complete the given article. 


The preference rating is not given to a hospital 
or to a supply house because it is the intention of 
this plan to make it possible for the producer to 
manufacture all that is necessary for the hospital, 
for the physician, for the surgeon or for the den- 
tist, in which case the public health has been taken 
care of and nothing more needs to be done. 


We hope that in a few months that you again 
will be able to procure through your regular deal- 
ers, with whom you have always dealt, most of 
those things that are really necessary to a suc- 
cessful operation of your institution. But when 
I say “really necessary,” I mean that your needs 
are to be taken care of rather than your wants. 
They are not the same. 


List of Fourteen Classifications Only Starting List 


We realize the first question that will occur to 
you after reading the list of fourteen classifica- 
tions will be why this article, or why that article, 
has not been included and our answer will be this 
—the original list is only a starting list and will 
be added to as fast as we are able to administer 
the additional articles. 


Under this plan, we have a governing board, 
whose principal duty will be to add additional ar- 
ticles as fast as possible, and who will make such 
additions to the list in order of their importance 
to the problems affecting public health. All of 
the gentlemen are intelligent, practical men with 
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medical knowledge and training, and whose judg- 
ment on what articles shall be added and in what 
order they shall be added, I shall take in prefer- 
ence to my own judgment. 


In administering the plan, our first determina- 
tion is to see if whether or not a given producer, 
making certain articles, is entitled to be included 
under the plan, and if so, what amounts and what 
kinds of critical material is to be given the A-10 
preference rating. Once he is included under the 
plan, he has the right to pass his preference rat- 
ing on to his supplier and sub-suppliers until all 
of the materials are received necessary to produce 
the needed article. 


To you who are responsible for obtaining for your 
hospital, or for your physician, surgeon or dentist 
or veterinarian the needed equipment and sup- 
plies which they must have in order that you 
might continue to render their professional help 
—to you, I repeat, the object of this plan is to 
allow your manufacturers to build supplies and 
equipment in sufficient quantity that all health 
agencies may be able to get what they really need, 
and get it through their regular buying connec- 
cions. 


Manufacturers Get Their Own Preference Rating 


When a producer or his agent tells you he must 
have a preference rating from you before he can 
accept your order, you can certainly say to him 
a new plan has been set up by OPM, whereby all 
manufacturers of health supply articles, providing 
their articles are included in the health supply 
plan list, can get their own preference rating by 
applying to work under the health supply rating 
plan, and therefore your manufacturer needs no 
preference rating from you or from your institu- 
tion. 


I have been in close contact with social service 


workers and social service work most of my life, 


and in this gathering I feel and recognize “that 


something,” that is always present where service 
is the keynote, no matter what other problems 
are in the offing. I wonder if it ever occurred to 
superintendents and purchasing agents, that even 
the manufacturers and their representatives, be- 
cause of their associations with hospital work, 
are different from the majority of other selling 
organizations. 


In closing, may I leave this thought with you. 
We are an extravagant nation, and have sold our- 
selves time and time again that— 


“The best is none too good.” 


“That we need not only the best, but the 
latest.” 


“That anything that requires extra care 
and work, even though it may still be doing a 
good job, is not to be compared with the lazy 
model, the gadget model, or the model that is 
built into it a lot of real eye-appeal.” 


It is true that all of these extravagant luxuries 
were all right when times were normal, and I ex- 
pect all of us enjoyed our own extravagances, but 
now we are faced with a real emergency, so that 
for some time to come it is going to make it neces- 
sary for all of us to change a lot of our thinking 
and a lot of our habits: 


I hope, therefore, that when you cannot get 
every size, every model, every gadget, every color 
or finish, or that when you cannot get immediate 
delivery of stock items, or perhaps when you are 
told some time that you cannot receive any spe- 
cially built piece of equipment, that you will have 
to realize that things have changed and that first 
of all we, as a good citizen must be prepared to 
accept substitutions where it is necessary, accept 
delays and make the best of a lot of things * * * 
Why? * * * Just for one reason—but, my, what 
a good one—America prepared assures Hitler’s 
downfall. 


Work of the Health and Medical Committee 
JAMES A. CRABTREE, M.D. 


of national strength and unity is not new to 

you who represent one of the most vital seg- 
ments of the Nation’s health resources. Indeed, 
the importance of health, physical fitness, and 
mental vigor finds recognition in every social and 
Political philosophy, whethe. that philosophy is 
directed toward orderly and decent human rela- 
tionships or whether it is designed for disorderly, 
Indecent, inhuman purposes of aggression and 
destruction. 


Te concept of health as a basic foundation 


Physical fitness, mental alertness, adequate nu- 
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trition, industrial hygiene and public health loom 
larger and larger and stand in ever increasing 
boldness of relief as the picture of the Eastern 
Hemisphere gradually emerges, showing the 
struggle among men and nations for the right 
to live or for the chance to conquer. 





Strategy of War Today 


Yes, these elements are looming larger and 
larger as the very warp and woof of the pattern 
of national existence where men and women in 
an organized society share in common the duties 
and responsibilities for meeting effectively the 
ferces of aggression. Because war today is essen- 
tially a contest of production. Its strategy is not 
to kill soldiers, but to destroy civil institutions, to 
break civilian morale, to terrify the helpless and 
unarmed and to cripple industrial output. It is 
this kind of strategy that has introduced the 
phrase “total war”; and from it emerges the con- 
cept of “total defense.” 


Appraisal of the Preparedness Effort 


Yet, I think it fair to say that the concept of 
health as an integral factor in national defense 
is neither thoroughly understood nor appropri- 
ately appreciated by the great mass of American 
people. Numbers of men and amounts of mate- 
rials too often form the exclusive basis for judg- 
ment in the appraisal of preparedness effort. 
What may be a platitude to people of your own 
experience rarely enters into the thinking of the 
man in the street, namely, that without a sound, 
healthy, and vigorous manpower, the instruments 
necessary for successful defense can be neither 
produced nor used effectively; and that if the 
burden of preventable and excessive illness is not 
lifted from the citizen, the all-out effort which he 
is expected to make loses much of its meaning. 


Up to now the man on the street has not been 
fully aware of how large a share of his human 
burden is the illness, the industrial accident, or 
the death which could have been prevented. Grad- 
ually, however, the few voices raised here and 
there are being heard, and as men hear and un- 
derstand, our own responsibility increases for pro- 
viding a liberal leadership to enable each individ- 
ual citizen to safeguard his own personal welfare 
in the knowledge that it is so intimately bound up 
with the measures that foster community and na- 
tional health. 


Hospital and Health Services Must Be Converted 
and Directed to Uses of Constructive Service 


Those of us who by accident of our peculiarly 
intimate contact with the almost innumerable 
health and medical elements of national prepared- 
ness, are apt to lose sight of the fundamental prin- 
ciple that health during a national emergency, 
even one embodying an all-out effort, requires no 
new concept of public health or of medical serv- 
ice; that while scientific knowledge is being per- 
verted into channels to enhance the destructive- 
ness of warfare, scientific medicine, public health, 
hospital service, all must be converted and di- 
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rected to uses of constructive service, in making 
our Nation, through the strength of its citizens, 
sufficiently strong to meet the challenge of the 
times. While, as I have said, no new concept of 
health or medical service is here involved, it does 
not follow that a “business as usual’ attitude or 
a status quo spirit of complacency will suffice to 
attain the purposes to which medical service must 
be dedicated during these trying times. On the 
contrary, American medicine and all its related 
segments of service must contribute its propor- 
tionate share of aggressive leadership if America 
itself is to fulfill its destiny as the stronghold and 
hope of Democracy. 


For more than a year, Federal Agencies have 
been concerned with ways and means of bringing 
the health and medical resources of the Nation 
to bear upon the problems of national defense. 


Coordinating Health and Medical Resources 


The first step was the creation, by the Council 
of National Defense, of a Health and Medical Com- 
mittee. Made up of a distinguished representa- 
tive of American Medicine, who acts as chairman, 
the Chairman of the Division of Medical Science 
of the National Research Council, and the Sur- 
geon General of the Army, Navy, and Public 
Health Service, the Committee was charged with 
the responsibility for coordinating health and 
medical programs affecting national defense, for 
carrying out studies and investigations to serve 
as a basis for recommendations and action, and 
for mobilizing the health and medical resources 
of the Nation. 


Later, this coordinating responsibility was 
placed upon the Administrator of the Federal Se- 
curity Agency, and the Health and Medical Com- 
mittee was given the function of advising and 
assisting the Administrator in carrying out his 
duties as Coordinator of Health, Medical, Welfare 
and Related Defense Activities. 


Six subcommittees were immediately set up, 
each representing broad segments of community 
interests within the health field (hospitals, med- 
ical education, dentistry, industrial health and 
medicine, nursing, and Negro health). The mem- 
bership of these subcommittees, chosen from 
among the foremost people in their fields, have 
given generously of their time and talents for the 
sole purpose of doing a good health job in support 
of the preparedness effort. 


Coordinating Medical Effort Within the 
Preparedness Program 


Notwithstanding the extraordinary complexity 
of many of the issues involved, or the general 
public apathy regarding the seriousness of our 
country’s emergency, considerable progress has 
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been made, I think, in coordinating medical effort 
within the preparedness program. 


The Committee has been active in industrial 
health and medicine. Specific recommendations 
have been made and action taken on many of the 
pressing problems related to our enormously ex- 
panding industrial activity. These refer to train- 
ing of large numbers of professional and technical 
personnel in industrial medicine, hygiene, and 
nursing; to expansion of the industrial hygiene 
work of the U. S. Public Health Service; to safe- 
guarding the health of workers employed in the 
industrial establishments of the Army and Navy; 
and to intensifying researches into many of the 
newer industrial processes in order to evaluate 
their hygienic importance. 


Under joint sponsorship of the Public Health 
Service and the Subcommittee on Nursing, a na- 
tion-wide inventory of registered nurses is well 
under way, the results of which should serve a 
purpose similar to that of the inventories being 
carried out by the American Medical and the 
American Dental Associations. 


Inadequate Supply of Nurses 


The point of view that the present supply of 
qualified nurses is too small to meet the demands 
of the emergency was suggested very early in 
the planning stages of the defense program. Cer- 
tainly, there can be no doubt of a shortage of 
nurses in the event of full military mobilization. 
Acting on recommendations of both the Hospital 
and Nursing Subcommittees, the Health and Med- 
ical Committee presented to the Congress a pro- 
posal, which was promptly approved, whereby 
Federal funds are made available to assist nurse 
training institutions to expand their teaching 
facilities in order to increase enrollment of stu- 
dent nurses, to provide refresher courses for nurs- 
ing graduates who recently have interrupted or 
given up their professional careers, and to fur- 
nish training for a limited number of women in 
several of the uursing specialties. 


If we are to conserve our most critical resource, 
that is, our manpower, and provided it with the 
elemental safeguards which are its heritage, then 
we must greatly increase the number of competent 
turses to share in this business of conservation. 
Fifty thousand additional nurses to support the 
defense effort is, in my judgment, a conservative 
estimate. The opportunity here for the hospitals 
of the Nation to contribute to the national defense 
i a tangible way will, I am sure, be obvious to 
each of you. 


Not only must we greatly increase the number 
of qualified graduate nurses, but also we must 
have on hand a second line of defense in the form 
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of nurses’ aides and assistants who will be avail- 
able for service in the event an all-out emergency 
reaches such proportion as to dilute seriously our 
first line force of graduate people. Plans for the 
training of 100,000 nurses aides are in the process 
of development under the joint auspices of the 
American Red Cross and the Office of Civilian De- 
fense. In the last analysis, the success of these 
plans will be determined by the spirit and in- 
genuity which our hospitals contribute to the 
undertaking. 


Medical Procedures in Selective Service Process 


In the Selective Service process, health and 
medical considerations have entered intimately 
into the planning and central administration of 
this unprecedented peace time national enterprise. 
The importance here of sound medical procedures 
to the interests of both the public and the indi- 
vidual needs no further comment. But, the re- 
sults of these procedures have already brought 
into prominence the picture of a situation which 
challenges the best efforts and full ingenuity of 
American medicine. With 30 to 40 per cent of 
young Americans otherwise available, but at pres- 
ent unacceptable for military duty because of 
physical defects, the general concept of an in- 
exhaustible reservoir of manpower which was al- 
lowed to develop during the depression years must 
be drastically altered. Whether one is concerned 
at the moment only with the immediate and 
urgent preparedness program, or perhaps with 
considerations of a prolonged national emergency, 
or with even broader considerations of the social 
readjustments that will be the inevitable concom- 
itants of post-war reconstruction, some answer 
must be found which can satisfy the impelling 
argument raised by these cold hard facts, namely, 
that from a third to one-half of the young men 
of America are considered physically unfit to dis- 
charge their highest duty to their ceuntry. 


A special Commission was created by the Health 
and Medical Committee to study this situation, 
and the report of the Commission forms the basis 
of a plan which is now being considered for sub- 
mission to the Congress, and which if approved, 
will provide Federal assistance for obtaining cor- 
rection of physical defects responsible for the 
rejection of registrants from military duty. Al- 
though full details of the plan have not yet been 
developed, two major policy considerations have, 
I think, been clarified: First, rehabilitation will be 
voluntary on the part of the rejected registrant; 
second, the fullest possible use will be made of 
local hospitals, physicians, dentists, and other 
medical service facilities. Here, indeed, is an 
opportunity for American medicine and the Amer- 
ican hospitals to share in the building and main- 
tenance of American health defenses. 
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Problems of Greatly Increased Population Near 
Cantonment Camps and Munition Areas 


Large concentrations of troops in camps and 
cantonments and vast expansion of many defense 
industries have brought about an influx of new 
population into many communities of such mag- 
nitude as to impose extraordinary burdens upon 
the several community facilities of health, edu- 
cation, recreation, and related fields. 


The Public Health Service has assigned an ex- 
perienced medical officer to each of the Corps Area 
headquarters of the War Department, to facilitate 
coordination of civilian-military relationships so 
that the efforts of all agencies concerned may be 
directed, both to safeguarding the health of the 
military forces and to protecting the civil com- 
munities involved against the public health haz- 
ards. Nearly three hundred additional personnel 
(physicians, engineers, nurses, sanitarians) have 
been recruited, trained and assigned to the several 
critical local areas to assist the official agencies in 
meeting public health problems, many of which, 
locally, are unprecedented in scope. 


The Hospital Problem 


The hospital problem, from the very beginning, 
has been considered from the point of view of 
maintaining some reasonable balance between the 
contributions which must be made to support our 
military establishments on the one hand, and 
those necessary to the health of the civilian pop- 
ulation on the other. 


Consideration has been given to the need for 
extension of hospital facilities in critical defense 
areas where the great influx of population seri- 
ously overburden existing hospitals, if any, in 
fact, do exist. Legislation has been enacted by 
the Congress which provides for direct Federal 
assistance to the defense communities most 
greatly in need. Such assistance is available not 
only for providing hospital facilities, but also for 
other acutely needed community services, such 
as water and sewage disposal systems, health cen- 
ters, and schools. 


The maintenance of an essential nucleus of 
staff and the deferment of interns from military 
duty prior to completion of a minimum standard 
period of internship have been considered thor- 
oughly, along with the other elements of the broad 
problem of professional personnel, a problem 
which not only impinges upon hospital and med- 
ical service but runs squarely into some of the 
basic elements of medical education. 


There is complete agreement on the need for an 
uninterrupted supply of medically trained grad- 
uates to meet the increasing needs of the coun- 


32 


try, both civilian and military. Although, because 
of certain statutory considerations, national pol- 
icy cannot be formalized, it has been made effec- 
tive through administrative action of the Selective 
Service System in encouraging deferment of bona- 
fide students and of the War Department in ad- 


‘mitting students to the Administrative Reserve 


Corps and permitting them to complete their 
training, including internship, before being called 
to military duty. 


Maintaining Essential Hospital Supplies and 
Equipment 


Also, within appropriate and Federal Agencies 
in Washington, complete agreement has been 
reached on the need for maintaining essential hos- 
pital supplies and equipment and other health and 
medical commodities. Consequently, as a result 
of negotiations initiated by the Health and Med- 
ical Committee, procedures have been developed 
within the Office of Production Management, 
which are designed to insure the maintenance of 
production capacities on a level commensurate 
with demands of public health necessity. Specific- 
ally, the two measures of major significance in 
this connection include a “Health Supplies Plan” 
which assists manufacturers in obtaining raw ma- 
terials for production of essential health and med- 
ical munitions, and the issuance of a blanket pref- 
erence rating to all hospitals which can be applied 
in the procurement of their basic commodities. 
The first of these measures is now in effect. 
The latter is in the process of development and, 
I believe, will be adopted at an early date. 


No finer tribute could be paid to the social con- 
sciousness of our defense officials, than an ade- 
quate presentation of the sympathies which they 
have shown for the public health needs of the 
Nation. It does not follow, however, that cur- 
tailments will not be made; that supplies will not 
be limited; and that luxuries in hospital facilities 
will not be reduced. The hospitals of the Nation 
must assume an appropriate share of the burdens 
imposed by all the disturbances which are found 
in a “war time” economy. 


The two major disturbances which always char- 
acterize such an economy are the need for in- 
creased activity on the one hand and the curtail- 
ment of facilities because of the diversion of 
resources into other channels on the other. Ob- 
viously, the hospital job in National defense will 
be appraised ultimately in terms of the fullness 
of extent and wisdom to which its resources are 
brought to bear upon the conservation of health. 


To reconcile these major difficulties will be no 
simple task. Nor can there be prepared in Wash- 
ington an over-all blue print which will provide the 
formula. The decision as to personnel adjust- 
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ments, staff reassignments, nursing relationships, 
housekeeping services, in relation to the necessity 
for conserving critical commodities, all these in 
the face of public health demands for increased 
services, should be made by hospital management, 
not by the Government. 


No over-all plan developed in Washington would 
be worth the paper on which it would be drawn, 


if it ignored the fundamental principle of our 
Democracy that sound health and medical prepar- 
edness depends primarily upon sound, skillful, and 
aggressive local community organization. In the 
hospital field, this is your job; the exigencies of 
the times do not alter essentially the character of 
your responsibility; they do definitely, however, 
impel its urgency. 


The Nursing Profession and National Defense 
ISABEL STEWART 


thought a hospital group would like to know 

about nursing and national defense. She 
said, “They want to be assured that nurses are on 
the job, that they have a practical plan, and that 
they will deliver the goods.” I suppose that is as 
good a test as any for this brief discussion on the 
nurses’ part in the National Defense Program. 


Rouen s I asked a nurse friend what she 


How Nurses Are Organized 


First, let me assure you that nurses are on the 
job. Indeed, they are doing so many things that 
it is difficult to keep track of them all. To avoid 
tedious detail I shall indicate only two main 
groups concerned with national defense—the vol- 
untary non-official group and the official Govern- 
ment group. The Nursing Council on National 
Defense was formed last summer by the regular 
professional organizations of nurses in order to 
better focus and coordinate their defense activi- 
ties. The central power house is in New York at 
1790 Broadway. The wires connect up with the 
centers in the various states and they in turn with 
thousands of local centers, so the Council has di- 
rect contact with practically all professional 
nurses of the country and can use the well de- 
veloped channels and machinery of the national or- 
ganizations. Julia Stimson, president of the 
American Nurses Association, is chairman of the 
Nursing Council and Mrs. Elmira Wickenden has 
recently been appointed as full-time assistant. 
The regular headquarters’ staff, including officers 
of the Nursing Information Bureau, have been 
giving much extra time to defense activities as 
Well as special defense committees dealing with 
education, public health, public information, and 
the like, 


Subcommittee on Nursing 


The other group is the Government appointed 
Subcommittee on Nursing, a part of the Health 
and Medical Committee of the Council on National 
Defense, which has its headquarters in the Office 
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of Defense Health and Welfare Service in Wash- 
ington, D. C. Its chairman is Mary Beard, director 
of the American Red Cross Nursing Service. Giv- 
ing all her time to the Subcommittee as nursing 
consultant is Alma Haupt, director of the Metro- 
politan Life Insurance Company Nursing Service. 
The work of this Subcommittee is on the national 
level entirely, and has to do with the coordination 
of nursing activities for defense in the Govern- 
ment agencies and the American Red Cross, as well 
as the linking up of nursing with other groups rep- 
resented on the Health and Medical Committee. 
This is the official channel through which com- 
munications on nursing and defense go to and 
from the Government and it is also the agency 
concerning itself directly with Federal legislation 
in relation to nursing and national defense. You 
may wonder how this Subcommittee finds its way 
about and functions at all in the Washington 
maze, but it does, and with the help of heads of 
the various nursing bureaus—especially that of 
the United States Public Health Service—an im- 
mense amount of work has been done. 


One word more about these two main groups, 
which I shall refer to as the Nursing Council and 
the Subcommittee on Nursing. Recognizing the 
possibilty of overlapping and other complications, 
they have marked out their respective areas of 
work—and have provided for a close tie-up with 
frequent exchanges of information. I shall not 
attempt to give you a full account of their activi- 
ties, but most of the undertakings referred to 
later are sponsored by one or both of these groups. 


The Point of View of the Nursing Profession 
on National Defense 


Perhaps I should say a word about the point of 
view of the nursing profession as one person senses 
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it. here has never been a question, I believe 
about our duty in the present crisis. We just take 
it for granted that the need for nursing service 
must be met in the best way possible and that de- 
fense needs must come first in our calculations. 
We are interpreting defense needs rather broadly 
in terms of civilian as well as military require- 
ments and we are thinking of the needs of the 
next few years as well as those of the immediate 
present. We know that this is a team-work job 
and that the medical and hospital family must 
stand together and work together in meeting the 
present situation and in adjusting to new condi- 
tions. That does not mean, of course, that we 
shall agree on all questions, but it should mean, 
I am sure, that we agree to put the public welfare 
first and to use democratic methods in composing 
our difficulties. 


I am sure thai nurses generally approve of con- 
ferences of this kind where different groups have 
an opportunity to exchange ideas and to discuss 
plans. We welcome criticism of our own plans, 
but we like to have a chance to present the reasons 
and the facts as we see them. I shall try, in the 
very brief time I have, to present a few of these 
facts and some of the results of our own experi- 
ence in the last war and the experience of our 
friends in other countries. These and many other 
factors have entered into our thinking and have 
helped to shape the program which I shall outline 
later. 

Nursing Resources 


Soon after the President issued the call for na- 
tional preparedness last summer, we tried to find 
out where we stood in terms of nursing resources 
—potential as well as immediately available. This 
called for a national inventory, which was carried 
out with the cooperation of the professional or- 
ganizations, the Red Cross and the United States 
Public Health Service. I had hoped to give you 
the final results of this survey but, although all 
the returns were in some time ago, they have not 
been fully compiled. When we get these results 
in a few weeks, we shall know how many nurses, 
both active and inactive, we have in the profes- 
sion, where they can be located, and what special 
experience and preparation they have for differ- 
ent kinds of positions. Indications so far show 
that there is a substantial group of inactive nurses, 
most of them in their own homes or in other fields 
of service, who can be counted on in a real emer- 
gency. 


While we were waiting for these returns, we 
started to make a tentative estimate of our re- 
sources and the figures I am giving you here are 
from that estimate according to the best infor- 
mation we could get in 1940. The total number 
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of professional nurses in active service was around 
300,000—more than double the number available 
when the United States entered the first World 
War in 1917. It was estimated that about half 
(150,000) were in private nursing, nearly a quar- 
ter (60,000 to 70,000) in institutional work, and 
8 per cent (24,000) in public health nursing. A 
very definite shift toward institutional and public 
health work had taken place during the past ten 
years. Comparing the total supply in 1940 with 
that in 1920, we had over twice as many nurses 
as there were twenty years earlier—561 per 
100,000 of the population as compared with 221 in 
1920. Although the fluctuations in supply and de- 
mand had varied a great deal in the last decade, 
these were fairly well balanced in 1940 before the 
preparedness program started, according to the 
monthly reports from registeries all over the 
country. 


The student nurse group, which had been cut by 
20 per cent during the depression, began to go up 
again in 1935 and was increasing at the rate of 
2 to 10 per cent each year. In 1940 this group 
numbered 85,000, with 38,000 entering nursing 
schools and 24,000 graduating that year. 


The number of schools had decreased by over 
25 per cent since 1930, but the 1300 schools that 
remained were a little larger—averaging 65 stu- 
dents per school in 1940, as against 48 in 1935, 
and on the whole they were in a healthier condi- 
tion, with better prepared students and faculties, 
better programs, and greater freedom in planning 
their work because of the larger numbers of grad- 
uate nurses and subsidiary workers employed in 
hospitals. 


On the basis of Doctor Burgess’ estimate in 
1928, of an annual 5 per cent professional mortal- 
ity from marriages, illness, death, and other 
causes,’ the loss of 15,000 (5 per cent of our pres- 
ent total of 300,000) was more than balanced by 
the 24,000 young graduates entering practice in 
1940. This would provide for a reasonable ex- 
pansion—9000 per year. It must be remembered, 
however, that the younger group has a higher 
mortality, chiefly from matrimonial causes. Doc- 
tor Burgess estimated that one-fourth of the new 
group would drop out at the end of the third year 
after graduation and one-half at the end of the 
eighth year. We do not know whether these rates 
have changed much but suspect that the matrimo- 
nial rate is higher than in 1928. However, this 
may be more than compensated by the number of 
nurses who now continue their professional work 
after marriage. 


No figures were available for practical nurses, 
attendants, aides, and similar groups, but indita- 
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tions seemed to show that this group was fairly 
stabilized, and that the functions of nonprofes- 
sional and professional workers were being clari- 
fied and adjusted. 


New Demands Due to Defense Needs 


I do not need to tell this group that the Red 
Cross is the official recruiting agency for reserve 
nurses for the Army and Navy. The first request 
was for 4000 more nurses for the Army Corps— 
to help care for the new recruits that were soon 
to be enrolled. The Navy and Veteran’s Admin- 
istration were also expanding their forces. In- 
dustrial plants and boom towns were growing up 
almost over night, and they were calling for public 
health nurses. Red Cross programs in home nurs- 
ing, and many other kinds of teaching projects 
were developing. Hospitals and nursing schools 
were working under tremendous pressure and they 
were also needing, in addition to their regular 
staff nurses, increasing numbers of teachers and 
supervisors to look after “refreshees,” volunteer 
aides, and student nurses. 


According to the best estimates we could make 
early last winter, 10,000 additional nurses would 
be needed within the year and about 30,000 within 
the five year period of 1940 to 1945. In the event 
of war, this number would have to be increased 
to provide one nurse for every additional 207 men 
in the Army and a somewhat smaller proportion 
for the Navy and other governmental services. 
With all these other demands, nurses for disaster 
relief and for foreign service must be provided 
when needed. For example, 400 Red Cross nurses 
served in the Florida hurricane disaster in 1926 
and 3600 in the floods of 1937. In the World War 
600 cared for the civilian populations of Europe 
in addition to the nurses in Army Service. Al- 
ready a few American nurses are at work in Great 
Britain and, according to Doctor Parran, many 
more should go if they can be spared. 


Civilian relief is the latest development in the 
defense program. Nurses are to be organized for 
this service. Also they must be prepared to teach 
and supervise the 100,000 volunteer nurse’s aides 
who are now being recruited. 


In addition to everything else, we hear that 
there is likely to be a shortage of doctors and we 
all know that means more work for nurses. Un- 
doubtedly there will be vacancies among hospital 
adminstrators also due to the draft. There is— 
or used to be—an agency in London called “The 
Universal Aunt, Incorporated.” It seems to be a 
sort of general pinch-hitter in all kinds of domes- 
tie and other emergencies. Nurses are a little 
like the Universal Aunt but the trouble is that it 
1s always when their own job is heaviest that 
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these requests come and there is some danger that 
they may be too vicarious for the satisfaction of 
performance of their own professional obligations. 


Some Ways of Meeting These Demands 


One way to conserve and piece out the services 
of nurses is to analyze the work they are now 
doing and see how much of it can be turned over 
safely to other workers—secretaries, ward help- 
ers, nursing aides and the like. Some excellent 
suggestions have been made on this subject and 
from what I hear, definite savings are being made 
in this way. There are obvious dangers, especially 
when the care of patients is split up among too 
many people and when too many untrained and 
irresponsible people are turned into wards with 
little direct supervision. Everyone realizes that 
luxury nursing should be reduced to a minimum 
and that home nursing courses should be widely 
extended. Such measures might be sufficient to 
tide over a temporary emergency but we are fac- 
ing a long emergency—one that may last for 
months or years and may develop at any time 
into an actual war situation. 


That means we must have an extra supply of 
nurses. We can increase our supply in two ways 
—first, by salvaging and bringing back into active 
service nurses who are at present inactive because 
of marriage or other reasons, and second, by in- 
creasing the student group in our nursing schools. 
It is evident that the first method is quicker and 
more economical because those nurses are already 
trained and can be prepared with a brief refresher 
course for immediate service. The trouble is that 
many will be able to serve only for a limited pe- 
riod, but we believe there is a substantial reserve 
of nurse power here that should be used. Even 
if these nurses cannot occupy regular positions, 
they will be able to help in civilian defense activi- 
ties in their own communities. 


Refresher Courses 


Refresher courses have been developed in all 
parts of the country during the past year and on 
the whole the results have been good. The di- 
rector of one outstanding collegiate school tells 
me that they have just completed a refresher 
course for twenty-six of their old graduates and 
sixteen of these are coming on regular staff duty 
at once. A few others have-volunteered for 
shorter periods of service as,needed. Other re- 
ports are not so encouraging. Some of the dis- 
appointments in connection with these refresher 
courses are evidently due to a lack of careful se- 
lection and a proper physical examination at the 
beginning. In some cases too little attention was 
given to the planning and supervising of the “re- 
freshees.” All these educational projects take 
time and require prepared people to direct them. 
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Increasing Enrollment in Nursing Schools 


The other method of increasing our permanent 
supply of nurses is by taking in more students in 
nursing schools. That plan takes longer but it 
helps to supply some of the nursing service needed 
in hospitals and its great advantage as compared 
with the excessive use of aides, helpers, and the 
like is that the student nurse is becoming more 
capable the farther she goes in her educational 
program. We must not forget, however, that the 
addition of more students means the expansion of 
our present educational machinery, which is al- 
ready under considerable strain and operating on 
very narrow margins. 


We made a quick survey last fall of about fifty 
representative schools to see how many extra stu- 
dents they could provide for in case expansion 
should be necessary. The answers showed that a 
moderate increase of about 5 per cent could be 
handled without much difficulty but an increase 
of 10 per cent or more would call for additional 
housing, clinical facilities, teaching and supervis- 
ory staffs, and the like—all involving considerable 
expenditure of funds. These were good schools 


with more than average facilities and if they 
found it difficult to expand without supplemen- 
tary funds and other resources, the general run of 
schools would certainly have to either lower their 
standards or make exceptional efforts to increase 


their resources. 


This was the basis for our original request for 
Federal funds to assist nursing schools in prepar- 
ing more nurses. We arrived at about the same 
estimate as Dr. Winford H. Smith did last fall— 
that nursing schools should try to admit approxi- 
mately 10 per cent more students during 1940-41 
—that means roughly 4000 more than last year. 
We estimated that the schools of the country could 
absorb five per cent more students without great 
difficulty, but that some additional resources and 
machinery would be needed to take care of the 
extra 5 per cent. We believed that if this ma- 
chinery could be set up in a few centers during 
the coming year, the plan could be extended in 
case of war when we might have to increase our 
student group by 15 per cent or more. We knew 
that there were several centers in the country 
where groups of institutions with good clinical and 
educational resources were already working to- 
gether and where it would not be difficult to pro- 
vide for fairly large groups of students on a co- 
operative basis. May I say that this plan was 
based on the experience of the last war and on 
much additional experimentation since and that it 
had the endorsement of many educators who were 
dealing with similar problems in the training of 
industrial, engineering, military, and other per- 
sonnel. 
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Lessons Learned in World War I on Nursing 
School Expansion 


May I stop for a moment to recall the experi- 
ence we had in the World War I. When General 
Gorgas called first for 10,000, then 20,000, and 
finally 35,000 nurses, all we had in the country was 
115,000 graduates, 45,000 students, and 85,000 
practical nurses. The hospitals had been suffer- 
ing from a serious shortage of students and in 
those days the majority of hospitals were nursed 
almost entirely by students. No one thought that 
we could have too many nurses in the country at 
large, so we set out to fill the schools of the coun- 
try to the peak and we did recruit and send into 
these schools 70,000, almost 50 per cent more 


‘than the 15,000 students who had entered the year 


before. 


Many of us still believe that this plan, as de- 
veloped by Miss Nutting’s Committee on Nurs- 
ing (General Medical Board, Council of National 
Defense), was the best that could have been put 
through at that time. What was not fully fore- 
seen was the tendency of these schools to go on 
expanding when the emergency was over. This 
inflation culminated in the serious unemployment 
situation a few years later. Another serious com- 
plication was the failure of many institutions that 
applied for these student nurse reserves tv give 
them proper training. It was not entirely their 
fault because hospitals were all running on skele- 
ton staffs, but a good many nurses were profes- 
sionally crippled by the undernourishment of those 
war and post-war years. Anyone who may be 
thinking of such an expansion of the present 
training program — especially in a non-selected 
group of schools—should read the final report of 
the Commitee on Nursing, where the whole story 
of that experiment is set forth in great detail. 


Other World War I Experiments Worth Studying 


Some of the other World War I experiments 
are well worth studying, also. In the Summer of 
1918, Vassar College sponsored a three-months’ 
preparatory course with over 400 students—all 
college graduates. A large proportion of these 
continued their preparation in selected schools of 
nursing for a period of two years and graduated 
as professional nurses. The interesting thing 
about this is the fact that the original plan was 
to train these young college women as volunteer 
aides—but the sponsors were persuaded that they 
could make a better contribution to national de- 
fense by changing this plan. Although no one 
would claim that these women were superior in 
all respects, the fact that they were a little more 
mature than the ordinary run of nursing school 
students and that they had a better background 
of education, made it possible for them to step 
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ahead a little more rapidly and to assume respon- 
sible positions a little more quickly after gradua- 
tion. Many of them now occupy very responsible 
positions in the nursing field. 


One outcome of this experiment was a plan spon- 
gored jointly by the American Council on Educa- 
tion and the Committee on Nursing by which fifty 
universities promised to set up similar preparatory 
courses to relieve nursing schools of the heaviest 
part of their basic teaching program. The armis- 
tice came before this plan was put into effect but 
in 1918—nearly a quarter of a century ago—it 
was considered quite a practical plan. 


Another experiment that was put into effect 
was the Army School of Nursing. Its purpose was 
to prepare groups of nurses—not by the tens and 
twenties but by the hundreds. Because the plan 
was financed by Federal funds and utilized facili- 
ties of a number of different kinds of institutions, 
including military hospitals, it was possible to 
work out a good educational program and to carry 
it through without overburdening civilian institu- 
tions. Moreover, the plan could be expanded or 
contracted according to the needs of the situation. 
Iam not claiming that any of these particular 
plans should be revived at this time—but simply 
pointing out that we have learned through prac- 
tical experience that there are other ways of or- 
ganizing the preparation of nurses besides the 
traditional way, and these plans worked. 


One word more from the experience of our Brit- 
ish friends. When they write us they say very 
little about bombs—that is all in the day’s work. 
Their two main worries are their schools, which 
are split into fragments by war conditions, and 
the utter confusion in nursing personnel. Staffs 
have been so diluted with untrained assistants 
that it is practically impossible to keep any control 
of nursing situations. It is this kind of a break- 
down in our nursing services and our educational 
work that we want to prevent at all cost. 


This brings me back to my text, Have nurses a 
practical plan and will they deliver the goods? 


We are ready to go ahead with all the plans out- 
lined here for conserving nursing resources—but 
we know that when we reach a certain point of 
dilution with untrained workers, nurses cannot 
be responsible for safe nursing care. 


Many trained nurses are coming back into 
harness to help out in this crisis and more will 
come if they are needed. We are ready to ex- 
pand our educational programs as far as we can 
do so without breaking down reasonable standards 
and over straining our educational machinery. 


We are busy recruiting students—and we are 
bidding for the best we can secure. The more edu- 
cation the better, providing they have other nec- 
essary qualifications. We are looking especially 
for young women of a little more maturity than 
the average high school graduate, though we are 
still taking many thousands of these. Our past 
experience tells us that young women from about 
20 to 24 years of age who have had a broader edu- 
cation, can be fitted sooner for positions of respon- 
sibility—and we need a great many such nurses 
today. Indeed our real bottleneck is not in gen- 
eral practitioners but in junior executives and 
teachers and other specialists such as public health 
nurses, psychiatric nurses, and the like. We are 
trying to speed up the preparation of all these 
groups in every way we can. Some of our lay 
friends are helping us in securing more scholar- 
ships for the better prepared candidates in both 
basic and advanced programs. 


The recent Federal appropriation of $1,200,000 
will be a great help in this educational work. I 
would like to give you some details on the number 
of schools applying and the kind of applications 
made—but these statistics are not yet available. 
I can assure you that at least 2500 additional stu- 
dents are expected in nursing schools this year 
because of this appropriation and shall be able 
to train many more head nurses, teachers, public 
health nurses, operating room nurses, and other 
specialists, as well as offering more refresher 
courses. 


Practical Defense Measures for the Individual Hospital 
A. G. ENGELBACH, M.D. 


ABOR-DAY week-end of 1939 now seems a 
long time ago. Much history has been made 
within this short period of time. The devel- 

opments in hospital construction, in hospital pre- 
paredness for defense, for management and care 
of the wounded and sick have undergone strange 
and contrasting influences. 

In this period we have heard reports of the 
hecessary measures which have been undertaken 
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in Europe, and in England particularly, to pro- 
vide operating rooms, ward and patient facilities 
in places unknown and unthought of prior to that 
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time. In September 1939, we, here in the United 
States, gave little thought to the possibility of 
our being engaged in any large scale operations or 
to the necessity for preparation for bombings or 
sabotage. 


Fortunately, the hospital with which I am con- 
nected had as its director at that time a hospital 
administrator who, during World War I, was re- 
sponsible fer the hospitalization of the American 
Forces in Great Britain, besides previously hav- 
ing been in charge of Base Hospital No. 6 in 
France. He remembered only too well the diffi- 
culties involved in the war effort of that time and 
those factors which would have to be considered 
for the present cause. 


He advised the trustees to lay aside a certain 
reserve in fuel. Cambridge Hospital, in Septem- 
ber 1939, purchased and piled on its property one 
thousand tons of bituminous coal. This was piled 
under the direction of heating engineers as to the 
proper height and control. A record is kept of 
weekly temperatures to determine any possible 
increase in heat in the interior of this pile—this 
as an additional protection and a precaution to 
preserve the coal. The coal pile, or “black moun- 
tain,” as it has been named by some of our per- 
sonnel, has increased in value. This financial in- 
crease in value, however, does not give nearly the 
satisfaction as the feeling of preparedness. 


Survey of Facilities for Extending the 
Hospital’s Services 


Immediately following the meeting of the Amer- 
ican Hospital Association in Toronto in 1939, a 
thorough survey of the hospital was made to de- 
termine the areas in which additional beds with 
their related kitchen and utility room facilities 
could be placed. These areas were listed, meas- 
ured, and the number of beds which each would 
accommodate carefully estimated and recorded. 
By these means, we knew that we had sufficient 
floor space available at the hospital in which to 
set up an additional 100 beds, increasing our ca- 
pacity by practically 50 per cent. While it is 
quite true that these available areas now have 
other uses, they are such that, in the event of an 
emergency, they could be easily adapted and used. 


Arranging for the Added Equipment 


The next item which needed considerable at- 
tention was that of a compilation of the equip- 
ment necessary for these 100 beds. Such a list, 
of course, included bedsteads, mattresses, bedside 
tables, clinical ware—that is bed pans, pus basins, 
wash basins, urinals, etc., as well as the necessary 
linen for the care of patients. This compilation is 
in the files at the hospital under the heading of 
“Emergency Expansion.” 


38 


Use of Neighboring Institutions in an Emergency 


Further, in the immediate neighborhood of the 
hospital, there are several institutions which in 
emergencies could be converted, with difficulty in 
some cases, for the use of patients. These include 
a home for aged couples, in which it is estimated 
that an additional 75 patients could be accommo- 
dated, and a school house near the hospital in 
which it is estimated that an additional 120 pa- 
tients could be placed. 


Reviewing the Hospital’s Sewage System, Water 
Supply and Fire Protection Facilities 


A review was made of the sewage system, the 
water supply, and fire protection facilities of the 
hospital. The water supply had to be given spe- 
cial consideration. At the time of the twister in 
1938, we, unfortunately, had but one source of 
water. This situation has since been remedied 
and another source has been installed, so that in 
the event of the destruction of the original set of 
mains, we would be able to draw our supply from 
another set, not only for ordinary household use 
but also for the fire protection equipment which 
is in the hospital. 


In the maintenance department attention had to 
be given to the necessary washers, small parts, 
etc., necessary for carpentry repair and plumbing 
of the hospital. Here a reserve stock was built up. 


The Emergency Lighting 


The matter of emergency lighting for the vari- 
ous wards, corridors, operating rooms, and acci- 
dent room was given much thought. Fortunately, 
our experience with the twister made us fully 
aware of the necessity for being prepared for such 
an emergency. Additional battery-operated emer- 
gency spot-lights were purchased. Our kerosene 
lanterns, of which we have 36, were overhauled 
and a supply of kerosene obtained to make these 
functional for a period of time. A supply of tal- 
low candles, although we are fearful of open 
flames, have been placed in reserve. 


The question of the installation of an auxiliary 
gasoline driven power plant was considered. The 
manager of the local utilities company, a trustee 
of the hospital, advised against the installation. 
The hospital is already supplied from two differ- 
ent sources. Each of these electric power plants 
are tied in with themselves and with three other 
plants. 


Bomb Proof Operating Rooms 
With the onslaught of the German Luftwaffe 
over London and England and the resultant de- 
struction of numerous hospitals, we had to con- 
sider the possibility of building operating rooms 
under the soil in such areas, where they might 
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not be destroyed by bombs. Unfortunately, the 
hospital with which I am connected is situated 
upon sand, a goodly portion of the land being a 
former bay filled in. This has necessitated consid- 
erable thought as to where and how the neces- 
sary operating rooms mights be developed. We 
have not as yet come to a conclusion in this 
matter. ; 
Emergency Black-Out 


Along with the problem of underground facili- 
ties, we had to consider possible means by which 
we may be able to arrange a black-out for oper- 
ating rooms. Unfortunately, as we see it now, 
our operating rooms were built before we had 
developed artificial lights to the present high de- 
gree of efficiency, so that it is no longer necessary 
to depend upon external light for operative pro- 
cedures. However, all operating rooms are 
equipped with heavy, black curtains which allow 
no escape of light. Methods of obliterating or 
darkening skylights have been devised, as paint- 
ing over the skylight itself with a black, absorb- 
ing, non-reflecting substance. The material for 
the painting is on hand. The actual blackening 
has not been done, and we hope it will not be nec- 
essary. 


Repairs and Replacements of Supplies 


Our attention was next directed towards the 
making of estimates for necessary repairs and 
replacements of supplies for the hospital. Con- 
sideration was given first to surgical instruments. 
After careful investigation, the pharmacist, to- 
gether with the various surgeons, listed the neces- 
sary additional instruments which the hospital 
should ordinarily have and, in addition, estimated 
the required replacements over a period of three 
years. These estimates were compiled and the 
majority of the instruments listed for replacement 
of the present equipment were purchased—this 
before the country as a whole went into the All- 
Out Program. 


Dressing supplies, linen, blankets, and stainless 
steel clinical ware were also given consideration. 
Estimates of the amount of these materials nec- 
essary for the additional emergency beds were 
drawn up. Extra supplies were purchased. The 
reserve stock in the storerooms was gradually 
built up from the ordinary three months’ supply 
to a nine months’ supply. As long as material 


hgatae we shall try to keep this supply on 
and. 


Controlling the Patient’s Stay in Hospital 


Very early a study was made of the length of 
stay of the ordinary patient at the hospital. The 
fact that maternity patients do not have to be 
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confined to the hospital for a period of from ten 
to fourteen days, and, also, that they could be de- 
livered in their own homes, perhaps with no more 
difficulty than that which our own mothers had 
at the time of our births (although some of us 
were fortunate enough to have been born in hos- 
pitals) was given consideration. We also have a 
number of patients with cardiac diseases, conva- 
lescents from pneumonia and operations, each of 
whom could be returned to his home facilities for 
the convalescent period or for the required rest 
if necessary. Daily record is kept of the patients 
who are in the hospital but who could be moved 
upon short notice to their homes or to other quar- 
ters, releasing their beds for more seriously in- 
jured patients. 


Providing Against the Call to Colors of the 
Medical and Nursing Staffs 


Realizing that this increased number of pa- 
tients would mean a parallel increase in the 
amount of work for the personnel of the hospital 
and doctors on the medical staff, very early in- 
formation was sought as to the doctors who were 
in the Reserves and subject to call in the event 
that our nation became involved in war. Each of 
these things had been done before our nation be- 
came very vitally concerned with its possible in- 
volvement. 


Thought was given to the necessity for careful 
training of the additional personnel to do many 
of the tasks which formerly had been assigned 
to nurses. Maids are now doing much of the or- 
dinary housekeeping duties which nurses for- 
merly did, allowing the release of the nurse to the 
more painstaking care, medication, and dressings 
of the patients. 


Increasing the Student Nurse Enrollment 


Realizing the difficulties which would be in- 
volved in having a sufficient number of trained 
nurses available when the armies of the United 
States would be concentrated and in the field, 
plans were laid early for an increase in the stu- 
dent body of the school of nursing. The plans of 
the school of nursing were rearranged to admit 
classes every five months as well as to increase 
the size of each class by 25 per cent. Teaching 
facilities are available at the hospital and are 
being used. We admitted the first class in this 
plan on July 15. Our next class of nurses will be 
admitted on December 1. Our plans for increas- 
ing the number of nurses do not include any 
shortening of the training period nor a lowering 
of the standards to which these nurses are being 
held. 


Volunteer Service Activities 


Early in the present conflict in Europe, a group 
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of friends of the hospital who are vitally inter- 
ested in Britain came to us requesting space, if 
any were available, in which they might work. 
Space was found and a branch of the British War 
Relief Society has been established here. Daily, 
friends of Britain and our friends, gather to sew, 
knit, and prepare various items to be sent over- 
seas. To date, the following items have been sent 
to Britain from this group: 2 mobile kitchens 
($2,000 each), 3 hospital beds ($40 each), 150 
surgical bandages, 1187 knitted articles, 25,000 
new garments. 


During the past winter, and again to be re- 
sumed this fall, the local chapter of the American 
Red Cross has been conducting classes in home 
nursing care in the nurses’ auditorium at the hos- 
pital. With an original goal of 25 persons to be 
taught home nursing care, there were enrolled 75 
persons. The first group was therefore split into 
three sections, and instruction continued for a pe- 
riod of twelve weeks. Since that time, there have 
been other groups which have received instruc- 
tion. 


These activities of outside persons using the 
available space at the hospital for their various 
activities have a two-fold purpose. First, they 
accomplish their objectives, and second, we, in 
turn, have a group of friends who have become 
familiar with the surroundings and lay-out of the 
hospital. In case of emergencies, these friends 
could be called upon to give assistance in the hos- 
pital and, because of their training, they will not 
need the amount of supervision which would oth- 
erwise need to be given. They will be trained 
and acquainted with the hospital and its set-up. 
Willing hands, which have not been trained, can 
cause more damage and worry for the hospital 
administrator than those who have been trained 
to work in the hospital. 


Bringing All Hospital Facilities Up-to-Date 


In acquiring the extra beds, of which there are 
64 stored in the attic of the nurses’ residence, we 
also indulged in an attempt to bring our facilities 
for the patients up-to-date. Our renovation pro- 
gram called for the replacement of the old beds 
with new gatch-bottom beds. New beds are pur- 
chased and the older ones retired to the store- 
room, where they are readily available in case of 
emergency. 


Hair mattresses, of which we formerly had a 
majority, have been replaced by inner spring mat- 
tresses. The hair from one mattress is sufficient 
to complete the padding on the inner spring base 
of two mattresses. 


Police and Fire Department representatives 
have been invited to make inspections of the hos- 
pital and to observe the facilities which are avail- 
able. Their cooperation will be deeply appreci- 
ated in cases of emergencies. When the Defense 
Program which is being developed gets under way, 
we will lend all our efforts to cooperate with their 
plans. 


This has been a short listing of the things which 
we have done at Cambridge Hospital. All addi- 
tional supplies were acquired before there devel- 
oped the present shortages and before the All-Out 
Call was given in 1940. Perhaps we are wrong in 
having supplies in reserve stock for possible emer- 
gencies, but one emergency will, I believe, well 
repay us for the investment made. 


The greatest benefits, I believe, have been de- 
rived from the coordination of the possible use of 
facilities and the methods by which emergencies 
are to be met. So far we have not been forced to 
black out the windows nor to remove the patients 
from the hospital. However, we are ready should 
such measures become necessary. 


Maintaining the Individual's Health as a Defense Measure 
EVERETT W. JONES 


N A paper read in October 1940, before the 
| Hospital Conference, Clinical Congress, Ameri- 

can College of Surgeons, on the subject, “Pre- 
paredness for National Emergency from the 
Standpoint of the Voluntary Hospital,” I spoke, 
among other things, of ten primary points to be 
considered by our hospitals. The tenth subject was 
given as follows: 


“Last but by no means least is the role of 
the voluntary hospital in the mental and 
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physical preparation of our people to assume 
their proper role in our Defense Program.” 


It is this tenth point which I will discuss with 
you today. 


In a report rendered in September 1940, by a 
small subcommittee to the main Public Relations 
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and Educational Committee of the Albany Hos- 
pital and Albany Medical College, the following 
statement was made: 


“It is suggested that the Albany Hospital 
and the Albany Medical College initiate a pro- 
gram of publicity concerning various health 
problems as they are related to community 
health. It is thought that such a program 
might be worked out in some detail and pre- 
sented to other organizations in this area, par- 
ticularly hospitals, medical societies, and 
health organizations, with the view of ob- 
taining their support and approval, and if 
possible, their assistance. 


“1 Plans to be made to have members of the 
Hospital and Medical School staff and some 
invited outsiders speak on selected subjects 
from the viewpoint of suggesting ways and 
means of increasing the physical fitness of 
the population. It was thought that other 
hospitals might be asked if they would be 
willing to sponsor or assist in sponsoring 
individual meetings under this heading. 
Some of the subjects suggested for these 
discussions were diet, epidemics, sanita- 
tion, accidents, mental health, etc. 


“It is suggested that a careful study be 
made at the Albany Hospital and Albany 
Medical College to determine what specific 
contributions they could make in relation to 
problems of defense, and the way the ser- 
vices or laboratories might be adapted to 
special research problems or the training of 
specialized technical and professional help. 
It is further thought that other hospitals 
and organizations that might signify their 
willingness to join with us in such a pro- 
gram likewise be asked to survey their fa- 
cilities for these specialized efforts. Among 
the immediate thoughts with reference to 
such specialized activities might be the 
training of anesthetists, and training x-ray 
technicians, research in anoxemia, studies 
in problems of the psychological health of 
the community, etc. We might offer the 
services of our staff to assist in making 
analyses of the capacities of other institu- 
tions for special activities.” 


Our First Move 


Our first move was to outline a series of talks 
on timely health subjects of interest and impor- 
tance to the general public. Since we wanted to 
create widespread interest we decided to have 
each talk sponsored by one or more local civic or 
social organization or club. After further dis- 
cussion, we decided to enlist the support of the 
other hospitals in the Hospital Council of Albany 
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and the Albany County Medical Society. Our 
plans were presented to these groups and they 
gave us their hearty support. Representatives 
of the local newspapers and radio stations were 
asked to meet with our committee and they agreed 
to back our program. 


The Public Relations Program 


I want to emphasize the fact that the material 
presented in this paper is not original with me, 
but represents the combined effort of a subcom- 
mittee of our general Public Relations Committee. 
The subcommittee consists of Dr. D. Ewen Cam- 
eron, our psychiatrist-in-chief, as chairman, our 
Dean, Dr. R. S. Cunningham, and me. 


In order to get our series of talks off to an auspi- 
cious start, we presented our program to Doctor 
Godfrey, Commissioner of Health of New York 
State, and through him were able to get the Hon- 
orable Herbert H. Lehman, Governor of New York 
State, to give the opening address of the series. 


Governor Lehman gave the keynote address of 
the series on December 12, 1940, at a public meet- 
ing sponsored by all of the service clubs of Al- 
bany; such as Rotary, Kiwanis, Lions, and Ex- 
change Clubs. 


The subject of this talk was “Your Health as a 
National Asset During Defense Mobilization.” 


The press gave the Governor’s talk widespread 
and favorable publicity and started our series off 
with a literal “Blare of Trumpets.” 


The second address, “The Place of the Family 
Physician During Defense Mobilization,” was de- 
livered by Doctor Cunningham, Dean of our Med- 
ical College, and was the principal talk at the an- 
nual luncheon meeting of the Albany Visiting 
Nurse Association. 


The third address, given by Dr. Arthur W. 
Wright, professor of pathology and bacteriology 
of the Albany Medical College, was entitled 
“Health and Defense Mobilization — Lessons 
Learned from Other Countries,” and was spon- 
sored by the ten or fifteen leading women’s organ- 
izations of Albany. 


At this point, I want to say that at each meet- 
ing the presidents of the sponsoring organizations 
or clubs for that particular meeting were asked to 
be on the platform with the speaker. 


“Mental Hygiene in the Present Emergency,” 
was discussd in the fourth paper given by Dr. H. 
Beckett Lang, assistant commissioner of New 
York State Department of Mental Hygiene, be- 
fore the Social Workers Club of Albany. 


The fifth meeting was sponsored by the Parent- 





Teachers’ Association and was addressed by the 
late Dr. Henry L. K. Shaw, pediatrician-in-chief 
at the Albany Hospital, on the subject, “The Pro- 
tection and Promotion of Child Health in the Na- 
tional Defense Program.” 


At the sixth meeting of the series, Major Julia 
C. Stimson, president of the American Nurses As- 
sociation and superintendent of the Army Nurse 
Corps in the last war, spoke on “The Place of the 
Nurse During Defense Mobilization.” This ad- 
dress was sponsored by member hospitals of the 
Northeastern New York Hospital Council, the 
leading nurses’ organizations of the Albany dis- 
trict, and other women’s groups interested in the 
nursing profession. This was one of our most 
successful meetings, bringing bus loads of nurses 
from all over Northeastern New York. . 


The seventh and final talk of this series was 
given in May of this year by Dr. Charles Clark, 
executive director of the American Social Hy- 
giene Association. Doctor Clark’s talk on “Syph- 
ilis Control” was given before a joint meeting of 
the Rotary Club and Ministers’ Association of 
Albany. 


Each speaker was asked to condense his or her 
paper for a fifteen minute recording at one of our 
local radio stations. The talks were then broad- 
cast over our local network, so that many thou- 
sands in the Albany, Troy, Schenectady area were 
able to follow the entire series. 


You will, of course, recognize that a great deal 
of time had to be given to all the details of or- 
ganizing and carrying on the series of meetings. 


Some of you will ask just why a voluntary hos- 
pital should undertake the amount of work neces- 
sary to promote such a program as I have out- 
lined to you. It seems to me that the best answer 
lies in the fundamental responsibility of our hos- 
pitals in the all important matters of community 
health and preventive medicine. We believe that 
sound public health is the very essence of de- 
fense. I quote from an address recently delivered 
by Doctor Godfrey, our New York State Health 
Commissioner, at the last annual meeting of the 
New York State Public Health Nurses and Health 
Officers. 


“The kind of nation we wish to build cannot 
be built through physical education alone. It 
cannot be built through adding to the family 
income alone. It can only be built by a 
healthy people. This requires not only a cer- 
tain very direct service by state and local 
health departments for the protection and 
guidance of individuals, but requires the re- 
search, the guidance, the stimulation, and the 


financial assistance of the Federal Govern- 
ment.” 


In building up the presentation of our subject 
to the public, we have stressed the fact that it is 
organized along the lines of a basic American tra- 
dition—local self help by the local community, 
We have also sought to appeal to another strongly 
American trait in that we have stressed that, 
while medical agencies and organizations can do 
much to improve health, the final responsibility 
rests upon the efforts and initiative of the indi- 
vidual citizen. 


Objectives of Our Preventive Medicine Program 


During these introductory phases of our work, 
we have aimed at matters which have for some 
time been recognized by the public as customary 
objectives of preventive medicine When the as- 
sociation of these objectives with defense mo- 
bilization has been assimilated by the public, we 
propose to shift over to a more aggressive policy. 
Under this policy we plan to put before the public 
the concept that avoidance of poor health and 
actual disease, while a sound objective in itself, 
is not enough. There should be a determined ef- 
fort to raise the health level of the people who 
are getting along on an “average good health” 
basis. This can readily be related to defense mo- 
bilization on the grounds that the more robust 
and rugged the health of the individual, the 
greater his energy output and the more confidence 
and initiative he develops. In order to facilitate 
this more aggressive policy toward health, we are 
proposing later to contrast the first steps which 
we are now taking with these later plans by com- 
paring them to defensive and offensive stategy. 
In the mind of the public such a comparison has 
a considerable significance. The “Maginot Line 
philosophy” is still a very fresh memory and 
there is a strong disposition to see value in an 
aggressive policy. 


Improvement of Health Is the Hospitals’ 
Contribution to National Defense 


Incidental to the real contribution our hospitals 
can and must make to the improvement of health 
as an aid to national defense by organizing and 
carrying out programs such as I have very briefly 
outlined, will come a real step forward in bring- 
ing your hospital before its public in a very fa- 
vorable light. We expect to continue our efforts 
during the coming fall and winter season not only 
in presenting a second series of health talks but 
in providing speakers to appear before all types 
of organizations to discuss all phases of health 
improvement activities. 


I believe that many of you can find much of 
value in our “Albany Plan.” 
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"V"' Also Stands for Volunteers 


MRS. HAROLD STANLEY 


Annual Convention of the American Hospital 

Association. The purpose of this organiza- 
tion is to give leadership and stimulation. in the 
development of more comprehensive care of the 
patient. With vision and determination the Asso- 
ciation has set forward standards of service and 
has sponsored the more modern developments in 
the field of hospital administration. The patient 
of today may well be grateful to this vital organi- 
zation and as we look to the future we do so with 
confidence knowing that they will continue to 
sponsor and promote high standards of patient 
care. 


l" is a privilege to be on the program at the 


I have been asked to discuss volunteers in hos- 
pital service, but cannot completely disassociate 
the hospital volunteer from volunteers in, other 
fields of health and welfare work. The motive on 
the part of a volunteer for contributing her ser- 
vices is the same whether in hospitals or in any 
other community activity. 


We are apt to associate the word “volunteer” 
with times of crisis, disaster, and emergency and 
to overlook the fact that voluntary services are 
being contributed generously at all times, exert- 
ing a constructive influence in the entire field of 
human needs. 


Today, with our military and defense programs 
under full swing, the word “volunteer” is on 
everyone’s lips. The word is an interesting one 
which has come to us directly from the Latin 
“voluntarius,” voluntary, and has been a living 
word of good omen in our language since 1600. 


To will, to serve, to give freely is the essence 
of all voluntary service. I firmly believe that 
volunteers are destined to take an increasingly 
important part in shaping the future of mankind. 
For this reason, I have chosen as the title of my 
paper “‘V’ Also Stands for Volunteers.” 


Trends Which Have Led to Volunteer Service 


Perhaps it would be helpful to observe briefly 
Some of the trends which have led to volunteer 
Services as we know them today. 


-_ 
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Less than. one hundred years ago, the care of 
the sick and the living conditions of the poor 
were indescribable. At this same period, hospi- 
tals were houses of misery, degradation, and 
death. In 1847 the American Medical Association 
was founded to protect the individual requiring 
medical care. Twenty-five years later the Charity 
Organization movement was established in Lon- 
don. and the first settlement house, Toynbee Hall, 
gave great impetus to settlement work. It was 
after her visit to Toynbee Hall thai Jane Addams, 
an American volunteer, started Hull House in a 
slum section in Chicago. Such writers as Dickens, 
George Eliot, Victor Hugo, Emerson, Harriet 
Beecher Stowe and others focused attention on 
social conditions which held many in virtual 
slavery. When. we think of nursing, our minds 
turn to another volunteer, Florence Nightingale, 
who in the Crimean War first demonstrated the 
actual need of an organized nursing service. Her 
ability and enthusiasm were destined to com- 
pletely revolutionize hospital care. Individual 
volunteers through their efforts and sustained 
interest did much to bring about the alleviation 
of untoward conditions. 


Few of us realize that almost all of our leading 
hospitals were founded by voluntary groups in 
order to meet needs which they themselves ob- 
served in their communities. Many of the great 
hospitals which are nationally known today were 
started in. this fashion. In Philadelphia the Penn- 
sylvania Hospital was opened in 1732 as the first 
American Hospital. It was to Benjamin Frank- 
lin that Dr. Thomas Bond turned for assistance. 
Not only did Franklin assist in procuring the 
charter from the Crown, but he helped to design 
the structure and interested the community in the 
hospital. 


As late as 1769, New York with nearly 49,000 
inhabitants was without a hospital. Two years 
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later, a small group of citizens, Dr. John Jones 
among them, founded the Society of the New 
York Hospital. Doctor Jones upon his return 
from Europe where he had studied hospitals and 
observed their shocking conditions greatly inter- 
ested this group. 


Identified with the founding and development 
of these and other leading. hospitals, are asso- 
ciated the names of many great philanthropists. 
These public spirited persons wished to improve 
social conditions as well as to assist in the allevia- 
tion of suffering, illness, and want. Such persons 
have been influential in awakening our conscious- 
ness to the fact that prevention, adjustment, and 
rehabilitation must be incorporated in our con- 
cepts of illness. 


New Responsibilities Should Not Be Assumed at 
the Expense of Established Volunteer Work 


The founders of these earlier institutions, the 
men and women who sponsored, supported, and 
interpreted them to the community, were our 
fathers and our forefathers. We have inherited 
a responsibility from them which cannot lightly 
be discarded. Yet today we are faced with the 
fact that hospital and welfare agencies are losing 
some of their members to newer organizations 
being developed by present world conditions. One 
must praise persons for assuming these new re- 
sponsibilities. However, they should not be car- 


ried on at the expense or sacrifice of our already 


established and essential institutions. 


Ways must be found to keep our volunteers 
and committee members interested and _ loyal. 
Beyond this we need to recruit new volunteers. 
This is important if we are to maintain existing 
standards of efficient medical care during this 
emergency period. Already we see the depletion 
of our professional and skilled personnel. 


Cooperative Planning Between Volunteer and 
Professional Workers Needed 


It might be helpful to discuss at this point the 
development of cooperative planning between. the 
volunteer and the professional worker in relation 
to organized community effort. 


Too many committee members have lost sight 
of the significant work which has been accom- 
plished through lay effort and they, therefore, 
minimize their ability to influence future com- 
munity developments. For years informed lay 
groups with vision have anticipated future devel- 
opments and have been instrumental in sponsor- 
ing sound progressive programs. 


In many instances, volunteers pointed out the 
need for the professional worker so that the or- 
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ganization’s usefulness and function could better 
handle changes brought about by the rapid indus- 
trial growth of our country. This development 
involved mass immigration, exodus from farms 
and the rapid population of cities. These serious 
social problems required the services of trained 
and experienced personnel in ever increasing 
numbers. After the World War I, tragic problems 
of maladjustment seriously taxed community re- 
sources. The overworked and often underpaid 
staff had little time to analyze or clarify the 
proper relationship between voluntary work and 
professional service. The function of voluntary 
service in relation to professional service was, 
therefore, not clearly defined and caused head- 
aches and heartaches to both groups. Fortunately, 
that phase of misunderstanding is almost over 
and in general a sound working basis exists be- 
tween the volunteer and the professional person. 


One of the factors which has helped to bring 
about this cooperation has been the recurring 
periods of depression. Because of these, financial 
contributions have been greatly curtailed. It has, 
therefore, become more and more necessary to 
interpret the hospital or the welfare organization 
to the community so as to obtain adequate sup- 
port. When the professional did not give the nec- 
essary time required towards interpreting the 
organization to its associated lay group, the con- 
sequences were often serious. This condition 
forced the issue to a point where joint relation- 
ship and planning became essential. 


We must face the fact that almost all large 
and highly organized institutions have a tendency 
to lose a certain quality of personal relationship 
and develop an impersonal and technical attitude. 
Red tape creeps in and routine methods are apt to 
become established. One rule after another is 
made until the troublesome exception is finally 
driven out. Peace, efficiency, and a regulated pace 
prevail. All is well, everything is under control. 
I wonder? At what price? Has the volunteer a 
place in this type of organization? No. Why? 
Because her contributions are disturbing to peace 
and routine. The volunteer will make mistakes 
until experience has fully developed her abilities. 
But her mistakes are of minor importance when 
balanced against her dynamic interest and enthu- 
siasm. Her interest and curiosity are often an- 
noying but annoyance is a small price to pay for 
an intelligent and fresh point of view. In this 
way, volunteers have made a very real contribu- 
tion quite apart from their actual services. 


In examining voluntary services rendered to 
the hospital, I would like to discuss those which 
are found in the majority of voluntary hospitals. 
These are the Board of Trustees, the Women’s 
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Board, the Woman’s Auxiliary, the Social Service 
Committee and the Volunteer Aides. 


Voluntary Service of the Board of Trustees 


I do not believe that I exaggerate when I say 
that the voluntary service rendered by the board 
of trustees of a hospital is the cornerstone on 
which the hospital stands or falls. This body is 
not only the sponsoring but also the policy-mak- 
ing group of the institution, its strength or its 
weakness. 


When. hospitals were small and their problems 
comparatively simple, the office of the president 
and membership on the board of trustees was 
often bestowed as an honor. These posts called 
for little effort and gave much in prestige and 
authority. Those days are gone forever! The 
same prestige and authority are vested in the 
president and the board but the picture is quite 
different because today the responsibilities in- 
volved are far more exacting. Never before has 
the hospital trustee had the limelight of publicity 
so focused upon him. Sessions of national and 
state hospital bodies include programs dedicated 
to his problems. The American Hospital Associa- 
tion has defined the duties of the governing body 
as follows: 


To determine the policies of the institution 
with relation to community needs. 


To see that proper professional standards 
are maintained in the care of the sick. 


To coordinate the professional interests of 
the hospital with administrative, financial 
and community needs. 


To direct the administrative personnel of 
the hospital in order to carry out the above 
policies. 


To provide adequate financing both as to 
securing a sufficient income and as to en- 
forcing business-like control of expenditures. 


The active board must be composed of men 
and women especially qualified because of their 
knowledge of the hospital, their willingness to 
contribute generously of their time, and their spe- 
cific training. I do not believe that all men make 
good board members nor do I believe that all 
women make poor ones. I should think it would 
depend much on the individual, his or her knowl- 
edge of the hospital, his or her native judgment, 
sense and ability and his concept of community 
responsibility. Today women participate to such 
a great extent in lay activities of the hospital 
that to bar them as board members, because they 
are women, seems shortsighted. It should be pos- 
sible to work out a satisfactory basis of joint 
participation. 
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In New York we find that the proportion of 
men trustees to women trustees is disturbingly 
high. I hope it is not true of other communities. 
A study made last spring of 51 voluntary hospi- 
tals, showed that there are 789 men on the hos- 
pital boards and only 48 women. We have been 
slow in recognizing the fact that men and women 
can work together and improve hospital policies 
by their joint thinking. 


Women’s Boards 


Let us now go on from the board of governors 
or trustees to consideration of those committees 
calling themselves women’s boards, the board of 
women managers or assistant or auxiliary board. 


I think it is important to understand that these 
groups are not policy-making and that they do 
not have authority except as it is delegated to 
them by the governing board. In almost all in- 
stances, the women’s boards are carrying on 
those activities which usually constitute the ac- 
cepted program of the women’s auxiliary. For 
these reasons, the word “Board” as applied to a 
women’s group in the hospital may give an erro- 
neous conception of the functions and responsi- 
bilities of this group. On the other hand, the use 
of the term seems to lend a certain dignity to the 
services rendered by the women and they do not 
wish to change the name even though it may be 
a cause of confusion both within. and outside the 
hospital. 


Potential Power for Service of Voluntary Workers 


The women’s auxiliary is probably the oldest 
form of organized service for the lay women’s 
group in the hospital. This group was concerned 
in the beginning with the raising of funds for 
special purposes and with friendly services to 
patients. Today it is encouraging to note the 
trend among the women’s groups toward a great 
variety of services which are important to the 
hospital. Back of this, of course, lies the re- 
evaluation of program and project, in the light 
of the current needs—sometimes a painful but 
always a salutary procedure. Such re-evaluation 
may show that some services maintained by the 
women’s auxiliary have lost their initial value. 
These are then abandoned and others substituted 
thus assuring a significant program of activities. 


A further encouraging trend is a marked de- 
sire between the various women’s groups within 
a single hospital to cooperate with each other and 
to coordinate their work. Thus duplication and 
overlapping of service is avoided and better un- 
derstanding is achieved. Auxiliaries and com- 
mittees which recognize these values are, in 
many progressive hospitals, reorganizing into a 
single group with adequate representation in its 
executive body. 








I do not think 1t 1s necessary to enumerate the 
many activities carried on by women’s aux- 
iliaries. They are well known. and vary depending 
upon the hospital’s special needs. What is perti- 
nent to this discussion is the realization that the 
membership of women’s auxiliaries runs well into 
thousands, perhaps tens of thousands, as one 
thinks of the hospitals from coast to coast. Here 
is potential power of great value to the voluntary 
hospital. Are we making the best possible use of 
this power? 

Medical Social Service 


Of all the activities of the women’s service 
group, the medical social service committee is the 
one for which persons should be selected for 
their special knowledge of community problems 
and their willingness to contribute generously of 
their time and ability. These committee members 
need to know the organization of the social ser- 
vice department and the relationship of that de- 
partment to the hospital. They need to under- 
stand the department’s budget planning, financ- 
ing and other management matters, but most im- 
portant of all they need to appreciate the value of 
the department’s work in relation to the com- 
munity needs. 


Medical social work is a service allied to the 
practice of medicine in order to help patients 
meet the social and psychological problems re- 
lated to illness. It was created and developed to 
give the hospital patient a more comprehensive 
medical treatment. The need for this service has 
become increasingly evident as hospitals have 
grown in size, as medical science has become more 
specialized and as the emotional factors of dis- 
ease have become more apparent. It is generally 
recognized that the most elaborate plans for 
medical care and the most scientific approaches 
to illness will not wholly succeed unless methods 
are used whereby the hospital patient himself 
understands and accepts the medical treatment 
planned for him. Today, almost every hospital of 
standing has a medical social case work depart- 
ment which is utilized in various degrees by the 
doctors, the patients, and the administrator. 


Volunteer Aides 


I have endeavored to point out that all lay per- 
sons participating in hospital work are volun- 
teers. There seems to be a general misconception 
in regard to the use of the word “volunteer” in 
relation to hospital service. Because of this, we 
find that there is a trend toward identifying lay 
persons who supplement the work of the hospital 
staff as volunteer aides. 


The impetus for the establishment of a volun- 
teer aide service comes when the need for supple- 
mentary service is recognized by members of the 
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hospital staff. Awareness of these needs are, per- 
haps, most frequently felt by the director of the 
social service department. In dealing with large 
groups of hospital patients, she sees where this 
additional service could improve patient care. The 
administrator, the physician, and the superinten- 
dent of nurses often ask for volunteer aides. F're- 
quently one of the lay groups in the hospital will 
recommend it. 


The services which volunteer aides render to the 
hospital are varied and serve many different de- 
partments. For this reason, it would seem logical 
that the committee sponsoring these services 
should operate as a separate unit within the or- 
ganizational structure of the over all women’s 
group rather than being affiliated with any one 
committee. 


If this service is to be effective and significant, 
there are certain essential principles which 
should be observed. A volunteer aide service 
must be, first, a sound, well-organized unit. This 
involves knowledge of the hospital departments 
in which volunteer aides can be used and the 
types of assistance required, accepted standards 
in regard to regular hours and length of service 
must be maintained and proper hospital conduct 
observed. Second, there must be a carefully con- 
sidered plan for the orientation and training of 
the volunteer aides. Third, they must be given 
consistent and wise supervision. 


The list of services which may properly be 
undertaken by volunteer aides is already impos- 
ing and there is every indication that the present 
crisis will provide opportunities for increased re- 
sponsibility. For example, one of the services 


which volunteers can render and which is impor- > 


tant to the hospital is the nurses’ aides. We do 
not have enough trained nurses today to do all 
the necessary hospital work. In an emergency of 
any proportion, nurses aides become a necessity 
to patient care. Not only does the volunteer aide 
service supplement the hospital staff but it tends 
to draw into the hospital a group of young women 
interested in giving their time to specific proj- 
ects. These young people are familiar with our 
problems and easily fall into whatever committee 
work is most suited to them. It would seem that 
any hospital which does not have a volunteer aide 
service is missing a very enriching experience. 


Where there is an active dynamic and well- 
organized volunteer aide service, you will not 
find the hospital’s policies and procedures covered 
with dust and the departments basking in the 
sunshine of routine. Youth contributes unknow- 
ingly an urge toward progress—a desire to im- 
prove existing conditions, a questioning, inquir- 
ing attitude. Young people contribute vigor and 
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energy to any program. Their very presence is a 
challenge which is both stimulating and healthy. 
God bless them! 


Organizations Depending Upon Voluntary Service 


Although my discussion is concerned with vol- 
unteers associated with hospital work, I cannot 
close without mentioning a few nationally known 
organizations whose support and program depend 
largely upon voluntary service. I have in mind 
the American Red Cross, the Scouts, the 
Y.M.C.A. and Y.W.C.A., the Salvation Army and 
many others equally familiar to you. Through 
organizations of this kind the volunteer services 
rendered in the last war were outstanding in 
their usefulness. Today in England, the volunteer 
services which are being performed by members 
of similar organizations are magnificent. The 
stories we hear are so moving and so inspiring 
that I have often wondered if volunteer service 
is not the matrix from which national morale 
springs. 

Call for Volunteers 


Organizations of all kinds are calling for vol- 
unteers. Individuals have only to decide in what 
direction their interest will best develop. It is 
for those of us concerned with hospital work to 
encourage volunteers in our field, so that the hos- 
pital will continue to render effective service. An 
important value in all voluntary service is that 


it provides the necessary opportunity for individ- 
uals to develop confidence and self-assurance in 
their own ability to contribute worth while serv- 
ice to the community. Such personal growth and 
development in individuals immediately strength- 
ens the total forces of the community. Willing- 
ness to assume responsibility, fearlessly and cour- 
ageously, is closely associated with the natural 
process of growth, and of maturity—a maturity 
which includes in its concepts of moral obligation. 
not only an interest in one’s own well-being and of 
those near and dear, but also an interest in the 
welfare of one’s fellowmen. 


With a background of centuries of struggle, 
there has evolved slowly and painfully the twen- 
tieth century hospital—a hospital which does not 
limit itself to diagnosis and treatment but reaches 
out into the community to influence the preventa- 
tive phases of health and social welfare. 


The existence and progress of hospitals has 
gone hand in hand with the development of civ- 
ilization. Today with the world in a state of 
chaos, and a tendency developing toward central- 
ized control, the very principles which have 
brought our voluntary hospitals into being are 
threatened. Here is a field in which we can work 
to save those principles which are so dear to us 
all, for our hospital volunteers represent thou- 
sands and thousands:of persons who strongly 
believe in “Hands that work, minds that think, 
and hearts that love.” 





Annual Golf Tournament 


The annual Golf Tournament of the American 
Hospital Association was held at the Country 
Club of Atlantic City on Wednesday, September 
17, and from the reports of all those who par- 
ticipated it was very successful. Thirty-six people 
played in the Tournament. 


The cup, which was presented by the New Jer- 
sey Hospital Association to the American Hos- 
pital Association, was won by Henry L. Goodloe, 
who shot a 46 on the first nine and 36 on the 
second nine, giving him a total of 82. Mr. Good- 
loe is from Hampton, Virginia. 


The following persons also won prizes: Don 
Hawkins, C. E. Croft, H. J. Southmayd, C. S. 
Hughes, Thomas White, E. J. Lincke, R. Bew, 
Rev. A. A. Kitterer, William J. Donnelly, H. A. 
Haynes, M.D., J. F. Regan, D. T. Bell, O. F. Ball, 
M.D., E. Renehan, E. F. Franklin, R. T. Evans, 
D. A. Endres and Mrs. Grier. 

Doctor Gerald W. Sinnott of the Medical Cen- 
ter, Jersey City, was chairman of the Golf Com- 
mittee. He wishes to express his thanks to all 
those who so generously contributed to the suc- 
cess of the Tournament. 
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Br. Arthur Roosevelt Bowles 


Dr. Arthur Roosevelt Bowles of Winnetka, IIli- 
nois, former acting director of Grasslands Hos- 
pital and long a resident of Bedford Village, New 
York, died September 4, in an Indianapolis hos- 
pital, after a three-week illness, at the age of 
thirty-five. In recent years he had inspected hos- 
pitals throughout the country for the American 
Medical Association. 


Born in Brooklyn, a son of Thomas N. and 
Mary Ferris Bowles, Doctor Bowles was gradu- 
ated in 1927 from Columbia University, in 1931 
from the Yale University Medical School, and 
later took a course in business administration at 
the University of Chicago. He leaves a widow 
and two daughters. 


firs. WG. Mae Waughan, BR. N. 


Mrs. W. Mae Vaughan, R.N., formerly superin- 
tendent of Waynesboro Community Hospital, 
Waynesboro, Virginia, died August 28. Mrs. 
Vaughan was a member of the American Hospi- 
tal Association and the American College of Hos- 
pital Administrators. 
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Conferring the American Hospital Association 


Annual Award of Merit 


OR the third consecutive year the American 
PF icsvita Association has recognized outstand- 

ing achievements in the hospital field by con- 
ferring the Association’s Award of Merit on some- 
one whose outstanding services have been gener- 
ally acknowledged. 


The first award was made to Dr. Malcolm T. 
MacEachern, associate director of the American 
College of Surgeons, who for more than twenty 
years has devoted his life to the improvement of 
standards of hospital care. The second was made 
to Dr. S. S. Goldwater of New York, whose work 
in the organization of hospitals and the planning 
of their physical plants, as well as in the develop- 
ment of sound administrative procedures, has es- 


tablished him as an international authority in the 
hospital field. 


This year the award was made to Dr. Frederic 
A. Washburn, director emeritus of the Massachu- 
setts General Hospital and consulting director of 
the Cambridge Hospital. His entire professional 
life, except during the periods in which he served 
his Country in its armed forces, has been devoted 
to the administration of one the world’s famous 
hospitals. There are few men of any time whose 
contribution to hospital endeavor, to the care of 
the patient, and to the extension of that care, has 
been of more value than Doctor Washburn’s. The 
American Hospital Association honored him, as 
he has honored the Association and the entire 
hospital field by a lifetime of devoted and disin- 
terested service. 


Presentation of the Award of Merit 
RT. REV. MSGR. MAURICE F. GRIFFIN, Senior Trustee 


In the light of the new day of service, from its 
eminence in the hospital world, the American Hos- 
pital Association reviews its membership and vis- 
ualizes its ideal. 


It presents a composite picture of the typical 
hospital administrator. The highlights are accent- 
uated, the shadows become the background to 
bring out the dominant characteristics. When 
all has been blended into an harmonious whole, it 
presents its masterpiece for the inspiration of its 
members and the edification of our fellow citizens. 


Each year there is selected from among our 
leaders one who has been not merely a successful 
administrator, however complete his service has 
been to his own institution; but rather, one whose 
influence has been widely felt; one whose work 
has been more general in character, so that all 
hospitals may benefit by it; one whose worth is 
known and acknowledged by our membership, and 
to whom we look in sincere appreciation. of his 
achievement as a contribution to the hospitaliza- 
tion of America; one who, in a word, by popular 
acclaim, is worthy of the highest honor within 
the gift of his associates in the hospital organi- 
zation. 


Such is the process of selecting and announc- 
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ing the Annual Award of Merit, the Distinguished 
Service Medal of the American Hospital Associa- 
tion. 


This year the medal is awarded to one who long 
has guided the destiny of a famous hospital and to 
whom much credit must be given for its present 
commanding position. Among his distinctive ac- 
tivities has been training, as his assistants, fu- 
ture prominent hospital administrators, three of 
whom have been Presidents of the American Hos- 
pital Association. Long has he been high in the 
counsels of his. profession and distinguished in 
his service to his country, commanding one of the 
first Base Hospitals, having proposed this volun- 
tary participation, of civilian groups. Three 
times in a national emergency has his vigorous 
personality and his patriotic devotion brought a 
notable contribution to our military forces. 


The Annual Award of Merit is presented to: 


Frederic Augustus Washburn, Doctor of 
Medicine, Director Emeritus, Massachusetts 
General Hospital. A distinguished soldier, 
a gifted author, and a public-spirited citizen 
whose wise leadership has been. an important 
factor in the advancement of American hos- 
pitals. 
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Acceptance of the Award 


FREDERIC A. WASHBURN, M.D. 


President Black, Monsignor Griffin—former 
Presidents, Trustees, and other friends— 


I am highly appreciative of the honor which you 
have generously done me and although my New 
England conscience will not permit me to take 
to myself all the nice things Monsignor Griffin has 
said, nevertheless it is elastic enough to permit 
me to take satisfaction in having others believe 
them to be true. The chairman of the committee 
which made this award informed me that I was 
expected to make a speech. In seeking a subject 
the thought came to me that perhaps you would 
have patience to listen. to what seem to me after 
forty years experience to be important qualities 
for a hospital administrator to possess. 


Here they are: 


1 He should have a keen sense of justice and 
an even temperament. He must listen to both 
sides when any in the organization are accused of 
wrong doing. He should act calmly but firmly. 
With this quality should go the maintenance of a 
firm but kindly discipline. He must know when 
to close his eyes. It is never a kindness to allow 
lax discipline. If you do, a certain type of man 
or: woman takes advantage of it and goes on to 
mischief or crime which may require heavy pun- 
ishment. If he had been under a firm hand in 
the first place, he would never have incurred the 
severe penalty. 


2 He should have a friendly acquaintance with 
the men and women in the lower grades of the 
organization. Recognition of old employees and 
encouragement of worthy members of shorter 
service. If the hospital is a large one, it should 
be subdivided so that each assistant knows well 
the men and women of his division. This does 
not mean undignified familiarity. It means a 
friendly interest. 


3 He should subdivide his hospital among his 
assistants and department heads and have the 
ability to select the right people for these posi- 
tions. Having chosen them and satisfied himself 
of their competency, let him delegate his authority 
to them, make them responsible and demand re- 
sults. In this way he will be training his assist- 
ants in the best possible way and he will give 
himself time to ponder hospital problems and plan 
the future. 


4 He should have vision. If he cannot dream 
and plan in his own mind how hospitals can be 
made better, how they should develop—to accom- 
plish their object and what demonstration to for- 
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ward those ends his own hospital can make—he 
will never be a constructive leader of hospitaliza- 
tion. What are these objectives? They have 
often been stated. It does no harm to name them 
again: 


A—tThe kindly scientific care of the pa- 
tients of all community groups 


B—Education in medicine, nursing, social 
service, occupational therapy, care of rec- 
ords, dietetics, and other lines 


C—Public Health 
D—Research into the causes of diseases. 


Each administrator should give careful thought 
as to how his or her hospital can best serve its 
community in these respects and such others as 
hospitals may later undertake. 


5 He should be able to obtain the respect and, 
perhaps, the affection of his trustees, staff, and 
hospital officers. He must occupy a position of 
dignity worthily in the eyes of the public which 
he serves. This requires good personality and 
character. 


6 He should have courage to stand for the right 
as he sees the right—for the best interest of hos- 
pital and patients—even if this should antagonize 
members of trustees or staff—and risk his job. 


7 A hospital is a so many-sided affair that 
almost any kind of information comes in handy 
to its executive head. He must know something 
of construction and maintenance of buildings, of 
housekeeping, of laundry, of kitchens and cook- 
ing, bookkeeping, purchasing, and a hundred 
other things. Let him not think, however, that he 
is an expert in any of these lines. That is fatal. 
He should have a general knowledge which will 
enable him to see whether or not things are going 
as they should in each department and if not, 
select the expert to recommend to him the remedy. 


8 He must be able to make decisions promptly. 
It is better to make a wrong decision than to 
teeter in the balance indefinitely. The man who 
does the former has time to rectify his error if 
he makes one before the latter chap gets started. 
When he makes a mistake, let him not hestitate 
to admit it. 


9 He should have a keen sense of humor.: If a 
man or woman cannot see a joke, he or she should 
not attempt hospital administration. Without 


this most important faculty he would take him- 
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self too seriously and be unable to see how funny 
he himself really is at times. A good joke or story 
will sometimes ease a tense situation. A sense of 
humor is what keeps a man sane when bearing 
the many responsibilities, meeting anxious and 
tense people in trying situations, handling deli- 
cate problems and perhaps meeting misunder- 
standings and unjust criticism. 


It sometimes happens that in dealing with a 
member of the staff or another, the hospital ex- 
ecutive is not at liberty to tell him the hospital’s 
attitude in the matter under discussion or per- 
haps he has not made up his mind. He does not 
contradict his visitor who goes out feeling that 
the executive agrees with him. When he finds 
out later that the latter has come down on the 
other side of the fence, the visitor feels that he 
has been deceived. 


It is related of a former president of Harvard 
that after participating in the induction to office 
of the president of another college, he said to the 
latter. 


“Now, sir, it will not be long before someone 
Says you are a liar.” 


“What, Mr. President, has anyone ever called 
you a liar?” 


“Oh yes, yes, and what’s more they proved it.” 
A man who can always be consistent or who 


can even remember the position he has taken on 
all problems just hasn’t had many to solve. 


10 He should teach his assistants and give 
them the chance to assume responsibility as rap- 
idly as they are capable of it. 


11 Let him train himself to remember names 
and faces. This can be done, if he starts early and 
puts his mind to it. 


12 When he has experience of value to col- 
leagues, he should write for hospital journals and 
share his knowledge. That is good experience for 
him. It is good for his hospital. 


13 He must learn to speak easily and well in 
public. This is very important and can only be 
acquired by practice. Twenty minutes is long 
enough for any speaker. 


Where shall we find the paragon who possesses 
all these qualities and can use them at all times? 
We shall not find him. He does not exist. The 
executive may be patient and tactful through four 
trying conferences and lose patience with the fifth 
person, probably innocent of offense. He is hu- 
man after all. Even a hospital administrator can 
only approximate perfection. 


14 In mentioning public speaking I forgot to 
say that when he is through with his subject, he 
should 

SIT DOWN. 


National Hospital Day Prize Winners 


American Hospital Association Certificates 
of Award 


Cities of more than. 15,000 population: 


Winners: (tie) Memorial Hospital of Natrona 
County, Casper, Wyoming, Mrs. Martha 
Partridge, administrator; New Haven Hos- 
pital, New Haven, Connecticut, James A. 
Hamilton, director. 


First Honorable Mention: Huntington. Memorial 
Hospital, Pasadena, California, Alice Hen- 
ninger, superintendent; Second Honorable 
Mention: Hotel Dieu Hospital, Beaumont, 
Texas, Sister M. Benignus, superintendent; 
Third Honorable Mention: St. Mary’s Hos- 
pital, Saginaw, Michigan, Sister Electa, su- 
perintendent. 


Cities of less than 15,000 population: 
Winner: Victory Hospital, Napa, California, 
Mrs. Fabiola Torrison, superintendent. 


First Honorable Mention: Pauline Stearns Hos- 
pital, Ludington, Michigan, Miss E. K. Long- 
ley, superintendent; Second Honorable Men- 
tion: Hazel Hawkins Memorial Hospital, Hol- 


lister, California, Edith J. Carr, superintend- 
ent; Third Honorable Mention: Rockingham 
Memorial Hospital, Harrisonburg, Virginia, 
Stuart G. Aldhizer, business manager. 


Parke Davis & Company 
Publicity Award 


Cities of more than 15,000 population: 

Winner: Huntington Memorial Hospital, Pasa- 
dena, California, Alice Henninger, superin- 
tendent. 

Cities of less than 15,000 population: 

Winner: Glenwood Community Hospital, Glen- 
wood, Minnesota, Miss Dina Bremness, su- 
perintendent. 

City-Wide Observances 

Winner: Detroit, Michigan; First Honorable 
Mention: St. Louis, Missouri; Second Honor- 
able Mention: Chicago, Illinois; Third Hon- 
orable Mention: Los Angeles, California. 

State-Wide Observances 

Winner: Michigan; First Honorable Mention: 
Rhode Island; Second Honorable Mention: 
Minnesota; Third Honorable Mention: Texas. 
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Hospital Staffs Welcome the Blue Cross Plans 


MALCOLM T. MacEACHERN, M.D. 


seven and one-half million subscribers, and 

the number steadily grows. A certain amount 
of reflected glory shines upon the medical pro- 
fession through its necessary connection, with this 
successful venture in budgeting for illness. 


B= Cross Plans have arrived. They have 


It would be impossible to over-estimate the 
timeliness and the significance of the nonprofit 
hospital service plan movement. 


In a report dated June 10, 1934, the Medical 
Service Board of the American College of Sur- 
geons specifically stated that the College recog- 
nized that the 


“periodic pre-payment plan providing for the 
costs of medical care of illness and injury 
of individuals and of families of moderate 
means offers a reasonable expectation of pro- 
viding them with more effective methods of 
securing adequate medical service.” 


The report further stated that 


“plans for the payment of hospitalization 
alone without provision for payment for 
medical service may be considered the first 
project to be undertaken in the average com- 
munity.” 


The chairman of that Medical Service Board 
was Dr. Robert B. Greenough of Boston; its secre- 
tary was Dr. Bowman C. Crowell, our associate di- 
rector. The other members were Dr. G. Harvey 
Agnew of Toronto; Dr. Charles A. Dukes of Oak- 
land; Dr. Franklin H. Martin of Chicago; Dr. C. 
Jeff Miller of New Orleans; Dr. Eugene H. Pool 
of New York; Dr. Arthur M. Shipley of Balti- 
more; Dr. S. Marx White of Minneapolis; and Dr. 
J. Bentley Squier of New York City who as Presi- 
dent of the College in 1933 had appointed the 
Board. The report of this representative com- 
mittee of surgeons, endorsing the principle of 
group hospitalization, was approved by the Board 
of Regents. From that day since, the fellowship 
and officers of the College have watched with sat- 
isfaction the growth of the plans, and have co- 


Address delivered at the Dinner of the Representatives of 
Blue Cross Service Plans, American Hospital Association Con- 
vention, Atlantic City, 1941. 
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operated wherever possible to insure their suc- 
cess. I would, however, like to repeat the original 


’ recommendation. of our Board that only approved 


hospitals should be admitted to participation in 
the plans. As a necessary safeguard to the pa- 
tient, I make this recommendation anew; many 
of the plans do insist on approval as a condition 
of membership, but it is not a universal policy. 


The Patient’s Welfare Predominates 


I emphatically believe that the attitude of the 
doctor or anyone else toward group hospitaliza- 
tion. plans should be governed by the answer to 
the question, do they benefit the patient? Altru- 
ism alone does not dictate that question, but the 
plain fact that unless in the long run the patient, 
and more patients, receive greater benefits than 
would otherwise be the case, then neither the doc- 
tors, the hospitals, nor the promoters of the plans 
can possibly benefit from them. The public grows 
in discernment by virtue of our own public edu- 
cation activities, to which the directors of the 
plans are adding an important contribution. An 
enlightened public can quickly sense the fact when. 
the financial motive transcends the service objec- 
tive, and I regret the attitude of a few of those 
in charge of special services in our hospitals who, 
because they are determined to preserve the fee 
system, have inadvertently prevented the render- 
ing of reasonably comprehensive hospital service 
under many of the plans. 


In group hospitalization we are admittedly 
treading on a borderland between individualized 
and community health service. Why have we 
entered this borderland? Because the individual 
doctor, and the single hospital, are, in our com- 
plicated civilization, unable to make their ser- 
vices available to all of those who need them. With 
an eye to the greatest good for the greatest num- 
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ber, hospitals through these plans are working 
together to make it possible for more people in 
moderate circumstances to receive service, and to 
pay for it without too great hardship. This is 
a service to society, which should be a deterrent 
to political interference in the field of medical 
care. Instead of being a step toward socialized 
medicine, the Blue Cross plans lead away from 
that territory. Any successful group effort in- 
volves some sacrifice or compromise of individ- 
ualistic ideas; the physicians most in favor of 
group hospitalization are those who look beyond 
their personal interests to the broad benefits to 
their patients and society. 


Benefits to the Subscribers 


The plans offer certain benefits to the physicians 
and surgeons, which I would list as follows: 


1 The superior care and facilities provided by 
the hospital are availed of by more people be- 


cause of the plans, with great benefits to health. . 


2 Earlier treatment is being sought by patients 
who might otherwise postpone attention to a con- 
dition until it had become acute and perhaps in- 
curable. 


3 Patients react better to treatment -when 
worry over finances is relieved. 


4 A hospital stay of sufficient length for proper 
recovery from most conditions is assured; 
whereas without the plan, patients might leave the 
hospital to save expense. 


5 A shorter period of convalescence is required 
because of care in the hospital instead of in the 
home. 


6 Elective operations are agreed to by patients 
who would otherwise not submit to them. 


7 More rapid and complete recuperation from 
illness and injury is possible because the patient 
is freed from the weight of indebtedness and re- 
sumes work in a better frame of mind. 


8 A general feeling of security is developed, be- 
cause the subscribers are relieved of the fear of 
unexpected hospital bills for themselves and their 
families. 


9 A sense of pride is preserved by many pa- 
tients who would have to accept charity in case 
of illness and injury. 


10 The attitude of the patient toward hospitals 
and doctors seems to be improved by membership 
in the plans: He considers that he has entered 
into a partnership for his own health preserva- 
tion—a feeling that has broad general benefits. 


I should like to discuss for a moment my first 
two points concerning greater utilization and ear- 
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lier utilization of hospital care by subscribers to 
the plans. Speaking of their own patients, physi- 
cians without exception say Blue Cross plan sub- 
scribers have less reluctance and hesitation to act 
on their advice to enter a hospital for diagnosis 
and treatment. Perhaps this is a response to the 
common human desire to get a return for one’s 
money. When a doctor proposes hospitalization to 
a patient, ordinarily his first reaction is physical 
fear aggravated by fear of the cost. The subscrib- 
er’s financial saving tends to counteract the physi- 
cal fear? Moreover, the hospital is less terrifying 
to the hospital plan member, who gradually, 
through joining the plan and making his payment 
each month, has become accustomed to the values 
of hospital care. At any rate, 2000 subscribers are 
now being admitted every day to the participating 
hospitals, and we can be sure that among them 
are many who would otherwise not be taking that 
step. 


I should also like to comment on my tenth point 
—the attitude of the individual toward hospitals 
and doctors, which seems to be changed by mem- 
bership in the plans. Physicians say that plan 
members do not object, as other patients fre- 
quently do, to the necessary procedures performed 
for them in the hospital. The cause of this is 
partly financial. The non-plan patient sometimes 
thinks that the doctors and hospital deliberately 
increase his bill, because he must pay for many 
of the tests and examinations. The patient in an 
incluusive plan accepts the services without a 
murmur, seeming to feel that the more service 
he receives the more he gets for his money. I do 
not think that is the entire explanation, however. 
I think that the Blue Cross plan member is more 
hospital conscious than others. When. he reads 
books, periodicals, and newspapers, his eye lights 
on health and medical items, and when he listens 
to the radio his ear is caught by news of advances 
in medical science. Thus he acquires some famil- 
iarity with the details of hospital practice. I stated 
that the hospital plan subscriber considers that 
he has entered into a partnership for his own 
health preservation. I saw a letter in which a 
physician stated that some hospital plan patients 
feel that they have a stake in the hospital—much 
like being a member in a lodge. This idea is good 
for everybody concerned and should be fostered. 
The patient with that idea cooperates, and we all 
know that a cooperative patient makes better 
progress. 


I have searched in vain for any expression of 
bad effects of Blue Cross plans upon patients. 
There is general agreement that the patients bene- 
fit financially and in every other way. Physicians 
state positively that there has been no discrim- 
ination against such patients in the hospital. They 
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receive the same care as other private patients. 
The nurses and other attendants do not know, 
as a rule, which patients belong to the plans. Even 
if they did, it would make no difference, because 
the value to the hospital of group hospitalization 
as an income stabilizer is recognized, and the 
good will of such patients is sought. In many in- 
stances the physician does not know about the 
plan membership, and realizes when he discovers 
it later that the patient has received fully as good 
care as others. 


One good proof of the fact that physicians are 
convinced of the benefits to patients in group hos- 
pitalization, is that they are enrolling themselves 
in many communities. I remember one physician 
saying that when the plan was voted on by mem- 
bers of the staff of his hospital in Kentucky, he 
voted against it because he thought it would grad- 
ually lead to group practice. Before the plan 
had been in effect one year, he changed his 
opinion decidedly, and joined the hospital service 
plan for himself and his family. 


Benefits to the Hospital Staffs 


In all of the benefits that I have listed for pa- 
tients, the physician shares, because he derives 
satisfaction from the better results that he 
achieves. Other benefits also accrue to him, which 
we might list as follows: 


1 The physician’s time and effort are saved 
when a larger percentage of his patients accept 
hospitalization. He does not have to call at 
homes in different locations, and he feels easier 
about the patients in the hospital because of the 
facliities available in case of emergency and the 
constant observation of the patient by trained 
persons. In this connection, a New Orleans doc- 
tor recently stated that he welcomed the plans 
because he had always been a hospital enthusiast, 
but that heretofore he felt that there was con- 
siderable criticism of his desire to hospitalize his 
patients. He says the criticism is disappearing, 
because the plan has helped patients to under- 
stand better the advantages of hospital care. 


2 The physicans have experienced an improved 
relationship with their patients, instead of the 
impaired relation that some physicians originally 
predicted. The patient, through experience, be- 
comes more appreciative of hospital service, and 
he naturally transfers a good share of that ap- 
preciation to the doctor who directed his treat- 
ment. Since there is free choice of physician and 
hospital, there is no reason why the personal re- 


lationship between physician and patient should ~ 


be impaired. 


3 The physician, frequently, may retain a pri- 
vate patient who otherwise might have been forced 
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to go into a charity ward with free medical ser- 
vice. The patient on the economic borderline is 
able and willing to pay the doctor, if relieved of 
the hospital expense by the prepayment plan. 


4 The patient is less critical of the physician 
on account of what he may deem unnecessary pro- 
cedures, and the doctor is not inhibited by regard 
for the patient’s finances from suggesting exam- 
inations and treatment that he feels are required. 


5 The physician is more likely to receive his 
fee, or to receive it sooner. The patient returns 
home with his hospital bill paid, and the doctor’s 
fee is not so great a burden. This is not a thecreti- 
cal benefit; many doctors state that it has worked 
out in practice. 


6 The physician gains from the benefit to the 
hospital. The steady income from the hospital 
plans has helped hospitals to improve their ser- 
vice, and better hospital service means better re- 
sults for the physician. Even if the plans had 
not worked out to show any direct advantage to 
the physician, they would have benefited him 
through the hospital of which he is an integral 
part. It is true that there is not complete agree- 
ment that the rates are high enough to compensate 
the hospital for the care of every patient, but the 
loss on some cases is counter-balanced by the in- 
come from patients who would otherwise be ad- 
mitted to the free wards. 


Need to Reach New Groups 


My general impression, through discussions 
with members of the medical staffs of hospitals, 
is that the nonprofit voluntary hospital service 
plan has so thoroughly won their endorsement 
that their chief criticism now is its limitations. 
Seven. and a half million subscribers to these 
free-choice plans are a great many, and a noble 
accomplishment, but they are only a small frac- 
tion of the more than 130,000,000 people in this 
country. In a few industrial centers it is possible 
to enroll a large percentage of the population, 
even under the present plan, and some areas 
have reached from 35 to 50 per cent of the popu- 
lation. However, with the good of their patients 
in mind, many physicians are recommending an 
extension of the ward service plans such as pro- 
posed in New York City, and in other places the 
inclusion of complete laboratory and x-ray service 
in plans which do not now provide for these bene- 
fits. 


In‘ connectién with ward service plans, a sig- 
nificant development involving a physician who 
is also a leading hospital authority occurred about 
a year ago. Dr. S. S. Goldwater resigned as New 
York City’s Commissioner of Hospitals, in order 
to direct the nonprofit hospital service plan for 
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the metropolitan area. Here we have an example 
of a physician’s ardent endorsement of group hos- 
pitalization, to the point of believing it the most 
promising activity in which he can at the present 
time engage. Doctor Goldwater did this because he 
felt that the service plan should be extended to 
cover ward service for all low-income groups. He 
believes that such extension would substantially 
reduce the load of the tax-supported hospitals, so 
that they could better perform their proper func- 
tion of caring for the medically indigent. He also 
thinks that it would drastically reduce the charity 
load of the voluntary hospitals, by making part- 
pay patients of many who would otherwise occupy 
the free wards. 


Another suggestion by members of medical 
staffs which shows that they have not only wel- 
comed the Blue Cross plans, but are looking ahead 
to benefits beyond those already achieved, is to 
make some arrangement to have the plans avail- 
able to more groups and to individuals. They 
complain that they know many people who would 
like to belong to the plans, but cannot do so under 
present limitations. The population in rural 
areas is especially mentioned. 


One St. Louis physician, in a letter to the di- 
rector of the local plan, stated the following in- 
teresting reaction to group hospitalization: 


“The group hospital service, it seems to 
me, places the physician in a rather bad light 
as compared with the hospitals, for it would 
seem that the hospitals are willing to insure 
the people and provide them with hospital fa- 
cilities for a very moderate rate of insur- 
ance. In this way the hospital has done every- 
thing that it can possibly do, I think, to lower 
the cost of hospital care, while we of the 
medical profession, as I see it, apparently 
have done nothing at all, other than what we 
have always done; that is, expressed our 
willingness to be paid on the installment 
plan....I had hoped that the profession 
would be willing to arrange some sort of in- 
surance plan and carry it out itself.” 


That, of course, is not the general attitude of 
the profession. It expresses rather what they had 
feared would happen, and what they have been 
relieved to find has not developed, except in con- 
nection with the ward service plans which involve 
patients many of whom would ordinarily be in 
the medically indigent class. But it does indicate 
that many physicians are open-minded about com- 
plete voluntary health insurance. 


I find myself particularly impressed by the 
suggestion of a Tennessee surgeon that the plan 
in his community should be extended to full cov- 
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erage for the entire family for both hospital and 
ambulatory service. With our emphasis on pre- 
ventive medicine—on earlier treatment of di- 
sease—I believe that this is a most valuable sug- 
gestion, since an increasing proportion of patients 
should be ambulatory and the hospital conscious- 
ness aroused by the service plans should help to 
bring this about. Another suggestion is the work- 
ing out of plans which would include protection 
for longer periods of hospitalization when neces- 
sary. 
Suggestions for the Future 


I have outlined ten beneficial effects of hospital 
service plans for the patient and six related bene- 
ficial effects for the hospital staffs. I have sum- 
marized also the feeling of staff members toward 
the plans, which is not only favorable in the ma- 
jority of cases, but seems to include the conviction 
that there are further fields to conquer. These 
may be outlined as follows: 


1 Extension to include ward service 


2 Extension to include complete laboratory 
and x-ray service 


3 Extension to include longer periods of 
hospitalization when required 


4 Extension to include individuals and 
groups not now eligible, with especial consid- 
eration of the rural population 


5 Extension in some cases to include medi- 
cal service according to a plan approved by 
the medical society in. the community 


6 Extension to include ambulatory pa- 
tients 


To these six I add a seventh suggestion which 
I mentioned earlier in this paper, and which has 
the general endorsement of the progressive mem- 
bers of the profession, namely, 


7 Inclusion in the plans of only those hos- 
pitals which are meeting the Minimum Stand- 
ard for approval. The plans owe their sub- 
scribers and themselves this protection. 


My purpose in passing on these suggestions is 
to recognize the success of the plans under the 
able leadership of C. Rufus Rorem, the director 
of the Commission on Hospital Service. In. the 
past seven or eight years we have been privileged 
to watch his skillful direction of an epochal de- 
velopment in health protection. The general con- 
duct of the nonprofit plans has been most praise- 
worthy. I want to emphasize that the plans 
have worked so well that medical minds are travel- 
ing on to an even wider application of the prin- 
ciple than has yet been made. Not mere accept- 
ance, but active interest has been won. 


HOSPITALS 














New strength and the ability to progress more 
rapidly is in prospect for the Blue Cross plans. as 
a result of approval by the House of Delegates 
of the proposal to make the plans eligible for ac- 
tive institutional membership in the American 
Hospital Association, through an elected com- 
mission. This is an important step. 


In conclusion, I would leave this thought: The 
medical profession welcomes the Blue Cross plans 
chiefly because they are a means of conserving 
the health of the people. They help to make peo- 
ple health-minded. It is an important part of their 


work to promote health conservation. The life ° 


insurance companies have rendered great service 
by doing this, teaching policy holders how to pro- 
long their lives. Of course they have an ulterior 
purpose, namely, to get more premiums. No secret 
is made of that purpose. The policy holder is 
quite willing to pay more premiums for added 
years of life. The interests of insurer and insured 
coincidence. Likewise in Blue Cross plans. It is 





better for both the plan and the subscriber that 
medical advice be regularly and frequently sought, 
in order that by preventive and prompt measures 
hospitalization may be avoided or reduced to the 
relatively short stay warranted by early atten- 
tion to a condition. The feeling should be aroused 
that hospital plans are a form of health insurance, 
just as insurance against death is life insurance. 
No part of the work of the hospital plans is more 
hopeful than this educational endeavor, which has 
lately been stimulated by the appointment of a 
public education director in the central office. 


In the present period of national emergency we 
can serve the cause of national defense by build- 
ing health defense. This the hospital plans are 
helping doctors and hospitals to do. Hence, I can 
unreservedly say that the profession at large and 
the members of the medical staffs in participating 
hospitals, WELCOME THE BLUE Cross PLANS, and 
wish for their continued growth and success. 








Philip Vollmer, Jr., superintendent of the Fair- 
view Park Hospital, Cleveland, Ohio, recently 
sent inquiries to 136 patients, asking for frank 
suggestions and criticisms of the hospital and the 
service it rendered. The following results are 
very interesting: 


Thirty-one patients had the following criti- 
cisms to make: 


Eight patients complained of noise from (1) 
adjacent laundry, (2) steam pipes, (3) rattling 
of dishes, (4) walking in corridors.—We hope to 
eliminate (1) and (2) very soon; (3) is subject 
to change by constant vigilance, (4) can also be 
reduced somewhat, we hope. 


Twelve patients wanted additional attention 
from nurses. Shortage of nurses is the trouble. 
Ward aides, of whom we have 50, should be in- 
creasingly helpful in improving indirectly both 
the amount and quality of our service. 


Four patients asked for greater variety in the 
menus. We shall review our procedure to see 
what improvements can be made. 


Seven patients had miscellaneous suggestions: 
“More parking space needed”; ‘Have patients of 
Similar temperament or type in same room”; 
“Sell a wider selection of magazines in the store” ; 
“Have room numbers painted on wall, the bronze 
numbers on doors being difficult to decipher’; 
“Nurses wear identification pins”; Two patients 
wanted to “have babies shown to visitors later 
because many people work late,”—all valuable 
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What Some Patients Think 








and interesting suggestions, which will be ex- 
plored to see if something practical can be done 
about each one. 


One hundred and five patients were completely, 
often enthusiastically, commendatory. They found 
not a single fault. Words like these occur: 


“Nurses so kind”; “Kitchen does a marvelous 
job”; “Happy attitude of the nurses toward their 
work”; “Finest of care’; “Never consider going 
to any other hospital’; “Sorry I didn’t have my 
other babies here”; “Didn’t think service could 
be so good in any institution”; “Very tasty food” ; 
“This is my fifth trip to your maternity, every- 
thing satisfactory, splendid spirit”; “I thank 
every one”; “Above reproach”; “Just grand”; 
“Nicest hospital I have been in”; “Everything 
AA”; “Your staff excellent”; “Plenty of good 
wholesome food’; “Nurses very cheerful and 
conscientious”; “I had good service and a good 
time’’; “When I have another baby I want to be 
back in Fairview”; “Everything perfect”; “Being 
ill here was a pleasure”; “Efficiency very appar- 
ent”; “Proud our baby was born here”; “This is 
my third visit, glad I could come back here”; 
“Back shortly for another stay’”—and so on from 
105 patients. 


We fully understand that there are criticisms 
which we never hear, and we are going on the 
assumption that there will always be much to be 
done to render our service to patients and physi- 
cians progressively more acceptable and more 
helpful. 
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Value of Adequate Records in Control of 
Surgery in the Small Hospital 


HENRY K. BAKER, M.D. 


of surgery in the small hospital. It is not the 

responsibility of one or a few, but of everyone 
coming in contact with the patient, or supervising 
those who come in contact with him. There is an- 
other and closely related joint responsibility in the 
functioning of the hospital and that is the keep- 
ing and assembling of an adequate case record. It 
is precisely because the case record is a joint re- 
sponsibility that I feel it becomes such an impor- 
tant factor in the control of surgery. 


T HERE is a joint responsibility in the control 


In the broader sense I scarcely need point out 
that the control of surgery in any commuity is a 
joint responsibility more, and at times less, shared 
by the state through a system of examination, 
licensure, and permits, by special societies and 
boards, such as the American Medical Society, 
College of Surgeons, and the American Hospital 
Association, and by local boards of directors or 
regents, as well as by public opinion and the public 
press, not to mention the not insignificant role of 
insurance companies and somewhat less benevo- 
lent hungry lawyers. And yet, with all these con- 
trols our very meeting stands as testimony that 
something more is needed. I believe that any fur- 
ther controls must be those of the personal ele- 
ment in medicine, and I feel most strongly that 
the adequate case record, well taken and well pre- 
served is a most efficient day to day check on this 
personal element in the control of surgery. 


Compilation of Records 


There is no single “boss” in the compilation of 
records, they are of necessity, joint compilations. 
For example, the statistical sheet so essential to 
the proper identification of a patient is usually 
the task of an admitting room clerk; diagnosis is 
in the hands not only of doctors but of x-ray tech- 
nicians, pathologists, and laboratory technicians. 
It is outworn flattery to assume that only the doc- 
tor makes the diagnosis, he has abundant help 
these days, often-times more than he knows how to 
use correctly. The written report of all technical 
procedures, the x-ray plates and pathological spec- 
imens as part of the compiled record only too often 
are the diagnosis. 
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Treatment involves the collaboration of even 
more of the hospital personnel. 


The case record, being what it is, a joint com- 
pilation of everything of importance related to the 
patient’s stay in the hospital, it alone can prop- 
erly show that control has been used. This is its 
eternal and vital function. 


Surgery in Essence 


I do not have time to go into detail on what a 
record is or should be. Suffice it to remind us at 
this stage that surgery in essence, whether major 
or minor, is an attack on the life and limb of a 
fellow human being and differs in the eyes of the 
law from the attack of the thug only in two par- 
ticulars: one, that of consent, and the other, in 
that it is a controlled attack. The record must 
show consent, but in addition it must show that 
the surgery was controlled so as to be at least the 
average or usual care in that community in which 
it was done. The record must show that the op- 
eration was necessary or desirable. It must show 
that an orderly attempt at diagnosis was made 
and that this diagnosis required surgical treat- 
ment. More and more the courts are demanding 
that diagnosis be not merely one of opinion, this 
puts the burden on the hospital personnel for more 
and more complete work-up for cases. The case 
record must show in addition that the patient has 
a reasonable chance of tolerating the proposed 
treatment. The superintendent of the hospital has 
the right to demand that the records show that 
these facts have been considered. Where the di- 
agnosis is uncertain even after all of the individ- 
ual laboratory and technical aids have been 
brought in, then consultation becomes vital. This 
must always be written and contemporaneous. In 
this connection the courts do not demand the un- 
reasonable, and one to three days may be con- 
sidered contemporaneous but there is no safety 
in encouraging the type of note that is written a 
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month after discharge. Memories are short-lived 
and weak, and most important, forget the un- 
happy but important unfavorable outcomes while 
amplifying the favorable cases unduly. 


Consultation 


Consultation is a most important function in the 
control of surgery; it is the most readily avail- 
able teaching facility in the small hospital, and a 
most important factor in surgical control. It is 
particularly to be employed where diagnosis is 
uncertain, or the particular choice of treatment 
subject to difference of opinion. In no type of 
case is it probably more important than in ob- 
stetrics, where two lives must be considered, 
often-times in a fashion of pitting one life against 
the other. Consultations need not be wordy, 
they need only be written, contemporaneous and 
definite. 


In the small hospital professional feelings are 
possibly more delicate among staff members than 
in larger hospitals, and that is saying quite a bit, 
but honestly kept records subject to open scrutiny 
by the staff at the staff meeting are a most com- 
pelling force in the control of the personal element 
in surgery. The ability of the hospital to con- 
trol the individual surgeon without adequate case 
records is very, very unlikly and in fact is often 
such a distressing matter that discipline without 
records is almost impossible. 


Records Have Important Role in Building 
of Famous Clinics 


Records must be recorded for staff meetings. 
Memory cannot be depended upon even a few days 
after an occurrence. Staff papers should be writ- 
ten about staff cases. What the Mt. Sinai or St. 
Lukes group has done is of relatively little im- 
portance except as a basis of comparison to the 
local group. There has been no accident about the 
build-up of large nationally famous clinics. Rec- 
ords have played a tremendous role. Even in the 
smallest and remotest places accurate observa- 
tion can make definite contributions to medical 
science. This is particularly true because local 
problems differ. In large measure a Viennese 
study on neonatal umbilical infection can only in- 
directly or remotely touch on what is wrong up- 
stairs in the nursery where there were five cases 
if impetigo last month. The records, your own 
records, should contain 95 per cent of the an- 
Swer and the Vienna paper may have a part of the 
other 5 per cent. Your records must be good to 
carry that 95 per cent burden. 


Records in Teaching Surgery 


Records play a role in teaching surgery. The 
intern or resident who cannot sit down after an 


October, 1941 


operation and write out in detail each step of the 
procedure he has just assisted in is certainly not 
yet capable of trying it himself. He should be 
encouraged to keep these records in minute detail 
for this very important fact alone. It is his train- 
ing. He should be taught to welcome this as a 
privilege, not a mere duty. 


Nurses, too, must be stimulated in the crusade 
for better records. They are a factor in the con- 
trol of surgery. Their records and notes, like 
those of the intern, contribute or not according to 
the time and thought put into them. Nursing and 
record keeping are two duties, both are important. 
Record keeping in these days when interns and 
residents are being taken into the army is becom- 
ing an increasingly important nursing function. It 
may not be a nurse’s duty to diagnose and treat, 
but she can and should observe and record. I 
have seen a single isolated nurse’s note lead the 
way to a correct diagnosis in more than one baf- 
fling case. These notes are the difference between 
the title of R.N. and Ward Helper. The nurses 
should be stimulated to be proud of this differ- 
ence. Their help is needed. 


Records Help to Measure Standards 


Control implies a maintenance of standards 
achieved and only through a written record can 
these standards be measured and re-measured. 
Control of surgical technique and choice of mate- 
rials as related to results always depends on rec- 
ords. DeTakats’ concluding remark in a recent 
paper on post-operative infection starts out: “The 
study is intended to stimulate similar efforts in 
records keeping in other hospitals. As a result of 
our survey, further improvements in our own rec- 
ords have already taken place.” 


Importance of the Record to the Patient 


And lastly, though this should perhaps be first, 
what of your patient? He is coming to realize the 
importance to him of the record. For years he 
never even knew one was kept (too often it 
wasn’t); now we frequently hear him say, “O, 
you can just write to the X hospital and they will 
give you the record of my case there.” But will 
they? Or can they? The patient has a right to 
expect this service. If treatment is really indi- 
vidualized and studied and controlled, his record 
should be there, different in its details from every 
similar case. That record is the eternal testimo- 
nial that this case was controlled. 


In Summary 


In summary, may I emphasize that the control 
of surgery is a joint enterprise, not just some- 
thing held in one hand like a scalpel. The prep- 
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aration and completion of the hospital case record 
is likewise a joint enterprise. It is this fact which 
makes the adequate record, properly kept, a tre- 
mendous force in the control of surgery and par- 
ticularly will this be true in controlling the per- 
sonal element against which legislation fails if it 
is always known and felt that every case or any 
case may come before the local staff meeting and 
if everything is done to encourage the study of 
local surgical problems through the local case 
records. 
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Preventing Potato Rot 


Hospitals are large purchasers and users of 
potatoes. The loss experienced through spoilage 
in the aggregate has amounted to an important 
sum. 


A process that glorifies the lowly potato, by 
which millions of dollars will be’ saved annually 
in the potato-growing industry, and which will be 
reflected in large savings to the average house- 
wife, has been perfected by the Armour Research 
Foundation at Illinois Institute of Technology. 
The director, Harold Vagtborg, described the 
process. 


Bacterial soft rot, a condition which can set in 
and spread through a carload of washed potatoes 
after they have been made ready for shipment, 
causes immense spoilage and great losses to the 
shipper and buyer. 


Foundation scientists have established a 
method of treating individual potatoes so they 
enjoy comparative immunity from bacterial de- 
terioration. The process can be adapted for wide 
use cheaply and effectively. Hospitals are now 
able to purchase and use the treated product with 
economy. 


Bacterial spoilage, it is estimated, can cause 
from a fourth to a third loss in edibility and 
calory content in the average amount of potatoes 
bought domestically during a given week. Innu- 
merable commercial offshoots of the common po- 
tato as food will be benefited to a not-to-be- 
estimated figure. In a carload of untreated pota- 
toes sometimes 40 per cent rot occurs. 


Three hundred million bushels of potatoes are 
shipped yearly. Government inspectors insist 
potatoes shipped and marked according to grades 
of worth be received in the market condition or 
grade for which they were sold. Shippers using 
processed potatoes advertise themselves as the 
only companies actually able unfailingly to fulfill 
the government’s strict expectations. 
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The process itself was developed from a pri- 
mary pattern used by a group of Florida potato 
growers whose trade is nation-wide. Seeking to 
establish a corrective formula whose effectiveness 
would be invariable, washed potatoes were tested 
in several ways for drying. 


A type of dryer, basically a conveyor belt run- 
ning through a hot-air blast, was built. Results 
of shipments were observed. It was found that 
rot had almost totally disappeared. 


More than 15,000 cars of potatoes were shipped 
without a single claim filed because of spoilage. 
This performance was so satisfactory that Lloyds 
insured the growers’ group against spoilage and 
has never paid a claim. 


Investigation was begun at the Foundation in 
July, 1940. Three aims were set up: determina- 
tion of the exact physical and chemical nature of 
the process; determination of how the process 
could be controlled; and development and im- 


_ provement of existing drying equipment to a 


stage where it was ready for widest use under 
most favorable auspices. 


Explanation of the Process 


“The periderm, or out-side skin, through 
heat treatment underwent an increase in the 
number of cells that formed a barrier pre- 
venting entrance of soft-rot bacteria. At the 
same time, the drying process itself killed a 
certain number of bacteria but did not actu- 
ally sterilize the potato. The bacteria count 
for each potato was cut down.” 


Flavor of processed potatoes, as well as their 
shape and appearance, has not been altered by 
the treatment. In a general sense, the lifetime of 
the potato may be said to have been lengthened 
by this scientific exposure. Thus far, sweet pota- 
toes, which differ in genus from common po- 
tatoes, have not proved susceptible to treatment. 
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Effective Control of Surgery in Small Hospitals 


W. S. RANKIN, M.D. 


“small hospitals” is intended to mean general 

hospitals of from 35 to 70 beds, an average of 
from 40 to 50 beds. Such hospitals are usually 
located in community centers of from 5000 to 
15,000 population, with a trading and profes- 
sional area that has a total population group of 
from 20,000 to 40,000. 


The effective control of surgery in such a hos- 
pital depends upon four conditions. 


Fs the purpose of this discussion, the term 


First Condition 


The first condition is a board of control, direc- 
tors or trustees, that has one member who is a 
man of genuine interest and average intelligence. 
That one man provided, the total number on the 
board is of little more importance than its gross 
weight. Almost all communities that can justify 
a hospital of from 35 to 50 beds can provide the 
one essential man. Under ordinary conditions he 
should and will be the chairman, of the board. 
As a rule, a unicephalic board is more effective 
than a multicephalic board. The essential mem- 
ber of real interest and average intelligence can 
be depended upon to get across to a good working 
majority of his board two simple and solid facts: 
(1) that from 60 to 80 per cent of the work of 
the hospital will be of a surgical character; and 
(2) that the surgery must be good—good enough 
for the members of the board, for their wives, for 
their children; that the members of the board 
have no moral right to encourage or solicit their 
friends and neighbors to patronize a hospital in 
which they themselves lack confidence; that if 
they go elsewhere for the more ordinary surgery, 
they should expect in advance that the more in- 
telligent and financially able members of the com- 
munity will follow their example, leaving only the 
community’s charity for a hospital that will be 
forced to operate with a low occupancy, high 
charity, and chronic deficits. 


Second Condition 


The second condition. for the effective control 
of surgery in a small hospital is one good surgeon. 
One is better than two in the kind of community 
which I have briefly characterized. As already 
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indicated, the surgeon must be good enough for 
the members of the board, for their wives and 
their children. The board of control will take 
the first step toward acquiring surgical com- 
petency by adopting a by-law that restricts major 
surgery in. their hospital to surgeons who can 
comply with modern standards of professional 
training and experience. Modern standards of 
surgical proficiency may be set forth in the by- 
laws as a condition for the privilege of perform- 
ing major surgical operations in the hospital. 
Such standards will vary, of course, with differ- 
ent communities, but, in general, they should 
limit surgery to those who have performed a 
given number of major surgical operations, 200 
to 500, within a given period of time, the last two, 
three, or four years, and with a fatality rate not 
in excess of a given figure, four or not over five 
per cent; or better still, to those who have com- 
plied with the national professional standards of 
their specialty, with certification by the Ameri- 
can Board of Surgery. With such standards, the 
board of control can either protect and encourage 
the development of a local surgeon or bring in 
one of the many now well prepared and qualified 
men for the surgical work of such a hospital in 
such a community as I have described. 


Third Condition 


The third condition for the effective control of 
surgery in a small hospital is insistence by the 
board of control with the staff that the profes- 
sional work of the hospital shall be of such an 
order as to receive the approval of the American 
College of Surgeons, that the hospital shall be- 
come a fully accredited hospital according to the 
national standards of that organization. We are 
all familiar with the principal difficulty here, 
namely, the difficulty of interesting the members 
of the staff, individually and collectively, in pro- 
viding the hospital with adequate clinical records. 
There are real difficulties for the small hospital 
in obtaining a satisfactory degree of cooperation 
from its staff in this all-important matter. 
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The small hospital, operating in a professional 
area served by from 10 to 20 physicians and de- 
pending upon the united support of the commu- 
nity, cannot, as a rule, split that support by dis- 
crimination in the selection of its staff. In short, 
it is forced into the position of an open staff, and 
an open staff is a very different problem for a 
board of control than a selected and closed staff. 
While recognizing these difficulties in obtaining 
good professional records and attaining the 
status of an accredited hospital, we must not be 
blind to the remedies available to the board of 
control to enforce these necessary requirements, 
even with its open. staff. 


The board of control can and should impress 
upon its staff that the professional records of the 
hospital are even more important than the finan- 
cial records, that an intelligent audit of the pro- 
fessional work from time to time by competent 
men, such as represent the American College of 
Surgeons, is even more important than periodic 
financial audits, and that neither the professional 
nor the financial audit is possible without ade- 
quate records. The remedies available to the 
board for obtaining good professional records 
are, first, the by-laws; second, its greatly needed 
cooperation with the staff in providing additional 
facilities and technical personnel; and last, its re- 
sourceful influence with the community. 


Fourth Condition 


The fourth condition for the control of surgery 
in a small hospital is regular comparative mor- 
tality reports covering the fatalities of the more 
important surgical conditions, with interpretive 
comment from members of the staff. Through 
the initiative either of the board of control or the 
staff, preferably through the board of control, the 
staff can prepare or obtain and submit to the 
board a fairly generally accepted list of surgical 


fatality. rates, covering certainly 90 per cent of 
major surgical operations performed in the hos- 
pital, which will serve as a guide and as a check 
for at least one annual report on the fatality rates 
of the more important surgical operations per- 
formed in the hospital. This report, of course, 
should be presented either in person or in writ- 
ing and be fully commented upon and interpreted 
to the board of control, for the reason of the 
many variables in fatality statistics. 


While the comparative fatality rates should be 
submitted from time to time just as periodic 
audits of the financial condition of the hospital 
are submitted from time to time, it is important 
that too much emphasis shall not be placed upon 
low fatality rates, for the reason that such em- 
phasis may tip the scales where the balance is 
delicate against an operator assuming a surgical 
risk where the interest of the patient demands it. 
Figures must never be allowed to be so empha- 
sized as to obscure in the slightest degree the 
primary interest of the patient. In the work of 
The Duke Endowment in the Carolinas, where 
the fatality rates of all the more important oper- 
ations are made a part of the application of the 
hospitals for assistance, the compilation of the 
fatality rates for the more important operations 
and the furnishing of these comparative rates to 
the boards of trustees of all hospitals receiving 
assistance is a matter of annual routine. 


There is no finer index to both the character 
and ability of a staff than a complete and honest 
written report, a record, note you, for the board 
of trustees covering the fatalities that have oc- 
curred in the hospital during the year. Such re- 
ports are not too frequent, and when they appear 
they bring any student of human, character and 
hospital work to an attitude of immediate and 
respectful attention. 
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Isopropyl Alcohol 


Isopropyl alcohol is a synthetic nonpotable 
alcohol with physical and chemical characteris- 
tics close to those of ethyl alcohol. Its principal 
source is by the synthesis of byproduct gases ob- 
tained during the cracking process for the manu- 
facture of gasoline. 

In hospital use it is suitable for external use 
for rubbing, as a solvent, and as a germicide. Its 
odor is less pleasant than is that of ethyl alcohol, 
but no more unpleasant than the majority of the 
denatured forms of alcohol. Its maximum germi- 
cidal action is in a solution containing 50 to 55 per 
cent of the alcohol as compared to 70 per cent of 
ethyl! alcohol. 


Since it is not potable it is free from the inter- 
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nal revenue restrictions applied to ethyl alcohol, 
and since its use is more limited and under less 
priority restriction it is more readily obtainable 
than ethyl] alcohol, and at a definitely lower price. 


—_——__-—_—_- 


Controlling Noises in Water Pipes 


Disagreeable noises in water pipes can be mutf- 
fled by a new fluid silencer recently patented. It 
is inserted in the pipe line in the same way that 
an automobile muffler is, and since it deals with 
a liquid instead of a gas, the principles of its 
operation are quite different. The new silencer 
was patented by Roland B. Bourne, West Hart- 
ford, Connecticut. 

Science News Letter, September 20, 1941 
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Hospitals Should Study Their Wage Plans 





E. L. PLACE 


ing strikers at a hospital emphasizes the 

need for hospitals to study their present 
plan of paying hospital workers a wage “plus 
maintenance.” The placard reads “We want $45.00 
per month.” This is being paraded back and forth 
in front of the hospital for “all and sundry” to 
read. This hospital is paying this class of workers, 
let us say, $40.00 a month plus maintenance which 
includes board. Perhaps the board is worth $7.00 
a week. Thus the worker is really getting nearer 
$70,00 or $75.00 and yet the public is led to believe 
that the hospital worker is getting less than 
$45.00 a month. 


Or: E of the placards used recently by picket- 


In my estimation we should correct this situa- 
tion by paying the hospital workers a wage which 
does not include maintenance and then charge 
them reasonable current rates for such board and 
room and laundry as they may receive. In this 
way a hospital employee may more readily com- 
pare his wage with wages paid in other lines and 
there will be less possibility of the public being 
misinformed concerning the hospital wage scale. 


In many hospitals certain groups of employees 
receive a monthly wage plus three meals a day. 
Others receive room and laundry in addition to 
their monthly wage. Thus the whole institutional 
wage schedule is thrown off making it difficult to 
make comparisons as between departments and 
still more difficult to compare the hospital wage 
with wages paid by outside business and industry. 


The granting of perquisites in addition to the 
wage is bound to lead to increasing embarrass- 
ment as time goes on. Labor organizers are think- 
ing in terms of wages without perquisites, and 
monthly wages that sound low lure them into the 
hospital field. 


It would be a good idea to inform the public 
through the daily press concerning the substantial 
remuneration that the hospital worker receives in 
addition to his monthly cash allowance. With all 
the allowances and advantages that the hospital 
worker receives such as meals, room, laundry, ac- 
cess to the hospital’s purchasing power, reduced 
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rates for medical care, etc., we have a rather 
nebulous total monthly picture of what the em- 
ployee actually gets. 


How much better it would be to evaluate the 
person’s worth and pay him accordingly, then in 
turn charge him for what he gets whether it be 
for board, room, laundry, medical care or what 
not. This is not difficult. Our hospital has always 
worked on that basis and I believe it is the most 
satisfactory. Our workers are paid a fair wage, 
then should they desire one or more meals per 
day or even per week they sign up for a meal 
ticket which is issued to them and charged to 
them through the pay roll. Their meals are 
punched off by the checker at our cafeteria. 


Those having rooms at the institution are like- 
wise charged a fair rate. Charges for laundry are 
also turned in by that department and run through 
the pay roll. 


Another argument in favor of this plan is that 
it is more understandable not only to the public 
generally but to Workmens Compensatior boards, 
insurance companies, and income tax authorities 
to whom wages must be reported. 


The hospital worker is human and it is only nat- 
ural for him to get his eye fixed on the weekly or 
monthly wage he is given and forget about the 
value of the maintenance which he also receives. 


Furthermore, with price trends as they are at 
present maintenance will assume larger propor- 
tions as far as expense to the hospital is con- 
cerned, and yet the hospital will not be credited 
with an increase in the workers wage. 


I believe that hospitais will yet see the advan- 
tage if not the necessity of putting their wage 
schedule on a basis that will exclude extra allow- 
ances or perquisites. 
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EDITORIALS 


The Health Rating Plan of the OPM 


The Health Rating Plan has established an A-10 
rating for hospital supplies and equipment coming 
under fourteen classifications. An A-10 priority 
rating is mandatory. To these fourteen classifica- 
tions, the Rating Plan will add others as the need 
for additions is justified. 


The Administrator of the plan is Milton H. 
Luce, an able, conscientious official, sympathetic 
to the needs of civil hospitals and deeply inter- 
ested in maintaining an uninterrupted and ade- 
quate flow of supplies necessary to the operation 
and maintenance of civil hospitals. 


Mr. Luce addressed an audience of 2000 hos- 
pital people at the Atlantic City Convention on 
“Hospitals’ Priority Problems.” For forty-eight 
hours he was the most occupied person in Atlantic 
City. Arriving late on Wednesday night, he spoke 
before a breakfast session of the Purchasing Sec- 
tion at 8 a.m. Starting at 11 a. m., in company 
with the Executive Secretary, he made a com- 
plete tour of: the exhibits, interviewing the ex- 
hibitors and closely inspecting the exhibits in each 
booth. He spent two hours in “becoming ac- 
quainted” with the supplies and equipment which 
the Rating Plan would have to pass upon in con- 
sidering Priority ratings. At 2 p.m. he addressed 


the Preparedness Session, and at 4:30 p. m. he 
; was in an extended conference with the Board of 
Trustees. He was a guest of honor at the Ban- 
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quet on Thursday evening, and on Friday morn- 
ing attended the MacEachern-Jolly Round Table 
where ke answered many questions on priority 
problems asked by the members. 


When Mr. Luce’s address is carefully analyzed 
and Captain Crabtree’s discussion read, no one 
can doubt the sincerity of the OPM or the officials 
of the Health Rating Plan. And it is a fine com- 
mentary on their performance that with but very 
few exceptions, and these exceptions apply largely 
to structural steel, brass and white metal and 
aluminum equipment, no hospital has been seri- 
ously inconvenienced in the purchase and delivery 
of ordered supplies. 


Hospitals should place their orders as they have 
previously done, and as needed, and when the man- 
ufacturer asks for a priority order advise him 
that he can secure it by placing himself under the 
Health Rating Plan, and making a P. D.-1 appli- 
cation for articles covered by the plan for the 


desired priority rating. 


For articles not under the Health Rating Plan, 
the purchasing hospital makes application for a 
P. D.-1 rating. 


Hospitals, except for construction materials, 
have not been put to serious trouble or incon- 
venience. Every effort is being made by the OPM 
to facilitate the manufacture and delivery of sup- 
plies for civil hospitals. In some special cases a 
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higher priority rating may be established for 
equipment needed in emergency. Measures are 
being taken to insure the prompt delivery of 
equipment for replacement or repair when essen- 
tial equipment breaks down, is damaged or de- 
stroyed. 


Hospitals may experience some delay in deliv- 
ery. But this delay will be unavoidable and the 
Health Rating Plan is instituting measures which 
will anticipate as far as possible the priorities 
problems of hospitals and which will insure a 
steady flow of standard equipment and staple 
supplies. | 


An English Surgeon Indicts Our 
Hospitals 


Over the portal of one of the world’s great hos- 
pitals this injunction is inscribed in stone, “When 
treating the patient do not forget the man.” While 
this sentiment may not be chiseled in the key- 
stones of our hospitals in the United States and 
Canada, it is eternally engraved in the soul of 
every hospital and from it radiates every activity 
that has to do with the care and comfort, the 
diagnosis and treatment, the spiritual and the 
physical reconstruction of the patient during his 
stay in the hospital. There are no exceptions. 


In an article in the August issue of the Atlantic 
Monthly, under the caption “The Patient Comes 
First,” an English surgeon who transferred his 
practice from London to New York in 1938 finds 
nothing to commend and practically everything 
to condemn in the operation of our hospitals. 


If we are to take the English surgeon seriously, 
everyone has sound cause for complaint. The 
“administrators subordinate the function of the 
hospitals and assume for themselves authority to 
which they are not entitled.” He suggests that 
the rules and regulations are not made “for effi- 
ciency in hospital operation” but “for the glorifi- 
cation of the administrative branch.” 
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The members of the medical staff complain be- 
cause “they are not remunerated for their sery- 
ices.” In our hospitals, the intangible values and 
often the material advantages accruing to the 
physician because of his staff appointment are of 
larger value than any stated pecuniary reward 
which the hospital could pay. Few physicians on 
our hospital staff would willingly give up their 
staff appointments. The vast majority of our 
professional staffs place a higher value on the 
opportunity afforded to serve the sick poor in our 
hospitals than on any sordid commercial interest 
in charging the poor for their services. 


Again, the doctor charges extravagance both 
in the building and in the operation of our hos- 
pitals. They are too large, too much like palaces. 
“One half the medical staff do not know the other 
half.” 
criticism, “they are no substitute for the give- 


Organized staff conferences come in for 


and-take individual discussion.” The doctor “gets 
lost in the large institutions in this country, so 
does the patient.” Our largest institutions are 
no larger than the Birmingham Medical Centre, 
the Leeds hospital group, or the great hospitals 
of London and Liverpool. 


The private patient complains because “for a 


price well within the range of hospital charges he 
can get better accommodations, food, service, and 
general amenities in a first class hotel than he can 
The doctor suggests “that the 
private part of the hospital, divorced from its 


in a hospital.” 


medical facilities which are, of course, extra and 
no more included than the drinks in the bar, more’s 
the pity—is no more and no less than a hotel, 
and further suggests “that the hospitals might be 
well-advised to make more use of men trained in 
hotel work.” Again, “The patient in the hospital 
is not John Smith, he is No. 267774.” 


Hospitals are extravagant, wasteful, and “a cer- 
tain shadiness has quite unconsciously crept into 
the methods of their management.” “The patient 
is exploited,” “services are graded carefully ac- 
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cording to the prices the patient pays.” The 
patient charges, if the doctor is to be believed, are 
“simply money-making.” 


Again “The hospitals are very powerful vested 
interests. They are using the prestige built up 
for them by their honorary staffs under different 
circumstances to get away with practices today 
which verge on the dishonest.” 


And so on “ad infinitum ad nauseam” as we read 
this surprising review by an English surgeon who 
has been a resident of this country but two years. 
We are led to wonder “Upon what meat doth this, 
our Caesar, feed?” Was he so dissatisfied with 
England’s fine hospitals that he left England to 
fnd a more satisfactory environment in New 
York? Is it possible that the article was inspired 
and his conclusions arrived at after two years’ 
experience as a member of the staff of one of 
New York’s most ancient and honorable hospitals? 
Is it possible that during his career as a busy 
surgeon the doctor found time to become an au- 
thority on hospitals and hospital administration, 
and to establish himself as a hospital critic whose 
opinions might be respected? Is it possible that 
in two years on the staff of a New York hospital 
the doctor could become so expert as to analyze 
soundly, investigate carefully, and appraise cor- 
rectly hospital policies and hospital administra- 
tion in this country? If, the doctor’s statements 
are true, if his conclusions are sound, how in good 
conscience can he continue his staff connection 
with any hospital in this country? 


As a cold matter of fact, the doctor is more 
verbose than well-informed, more libelous than 
truthful, both in his premises and in his conclu- 
sions. If he could justify his statements even in 
small portion, there is no single hospital in this 
country or in Canada that is worthy; not one that 
justifies its existence. 
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One wonders again what this surgeon’s hospital 
experiences might have been before he came to 
this country in 1938; how many hospitals he knows 
sufficiently well to estimate their value, outside 
of the institution in which he holds a staff ap- 
pointment. Should our hospitals’ administrators, 
their patients, and their staffs, charge the article 
to the doctor’s ignorance—or to his effrontery— 
or to both. From any viewpoint the article is a 
fair example of “welding the wooden handle to 
the pewter spoon.” 


An Appreciation 


The Health and Medical Committee of the Fed- 
eral Security Agency appointed a Subcommittee 
on Hospitals. The members of the Subcommittee 
are Dr. Winford H. Smith, Chairman; Dr. N. W. 
Faxon, Rev. Alphonse M. Schwitalla, S.J., Dr. 
Claude W. Munger, and Dr. Malcolm T. Mac- 
Eachern—four past-presidents of the American 
Hospital Association and the president of the 
Catholic Hospital Association. 


The hospital field should be very grateful for 
the service this Subcommittee has rendered. Due 
to departmental restrictions its work has not been 
publicized. But in its quiet, effective way it has 
been instrumental not only in formulating policies 
relative to intern draft deferment, priority ratings, 
nurse education extension with Government finan- 
cial support, and many other problems upon the 
solution of which the Subcommittee has been con- 
sulted, but it has been equally effective in counsel- 
ing against the formulation of Federal policies 


that might impair hospital services. 


The activities of the Subcommittee on Hospitals 
will increase as events develop and the interests 
of the hospitals will be well cared for in its com- 


petent hands. 





The Story of the Atlantic City Convention 


facing the American Hospital Association 

and hospital service plans—their growth, 
development and integration witnin the Associa- 
tion—constituted two of the major factors of dis- 
cussion and interest during the Convention held 
in these momentous times in Atlantic City last 
month. 


Dene as the largest external problem 


House of Delegates and the Assembly 


With regard to hospital service plans, the House 
of Delegates and the Assembly on Monday, Sep- 
tember 15, unanimously passed amendments to 
the By-Laws having to do with the administration 
and integration of these plans within the Asso- 
ciation. These amendments include four central 
features: (1) Annual approval for hospital service 
plans by the Board of Trustees of the American 
Hospital Association; (2) Active institutional 
membership of approved plans in the American 


Hospital Association; (3) Election by the ap- 
proved plans of a Hospital Service Plan Commis- 
sion; and (4) Administrative regulations for the 
plans consistent with the general policies of the 
American Hospital Association. 


The incorporation of these amendments in the 
By-Laws of the American Hospital Association 
culminates a long period of consultation and effort 
on the part of the Board of Trustees, the former 
Commission on Hospital Service Plans, and the 
Blue Cross plans themselves. 


This constitutes an important milestone in the 
development both of the plans and of the Ameri- 
can Hospital Association, and should undoubtedly 
make possible an even greater service to the public 
in the future. 


On Saturday afternoon, September 13, the 
House of Delegates met in a short session to hear 
and discuss the reports of the Board of Trustees, 
of the Treasurer, and the Committee on the Award 
of Merit. The remainder of this session was taken 
up with the annual reports of the various Councils. 


Preparedness 


The overwhelming importance to the civil hos- 
pitals of America arming to defend herself in 
case of need was amply demonstrated by the fact 
that although a major session was devoted to this 
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topic alone, there was scarcely a single session in 
which the same concern with defense and pre- 
paredness was not manifested in speeches and 
discussion. 


The Convention was held on the shores of what 
looked like a peaceful ocean, but all present knew 
and could not help but realize that far from peace- 
ful activities are ruffling the waters of the At- 
lantic. It was this knowledge and all the attend- 
ant facts that relate to it that gave especial em- 
phasis to those hospital activities that relate to 
national preparedness and defense. It was for this 
reason, too, that an entire afternoon was devoted 
to one single session in the large auditorium of 
the Convention Auditorium—with more than 2000 
persons present. It was here that the members 
and guests of the Association heard a highly in- 
formative and timely program designed to cover 
the important topics of defense and preparedness. 


Dr. Winford H. Smith, director of Johns Hop- 
kins Hospital, Baltimore, Maryland, discussed at 
some length the problems entailed in defense in 
a paper on “Preparedness and the Hospital.” This 
was followed by Professor Isabel Stewart of Co- 
lumbian University’s Teachers College, who in a 
paper on “The Nursing Profession in National 
Defense,” described the problems and the work 
being done in the nursing profession in this con- 
nection. She assured her audience that the nurses 
are now well-organized for defense purposes and 
that investigations revealed that there was a sub- 
stantial group of inactive nurses who are not only 
ready and willing to assist in this cause but who 
are actually taking steps to prepare themselves in 
every way for further active duty. She explained 
that there are now 569 nurses to 100,000 popula- 
tion in this country today and that we are, there- 
fore, much better prepared for possible eventual- 
ities than we were in the last war. She did warn, 
however, that there is a crying shortage of up- 
per-level nurses. Of considerable interest, also, 
was her advice that the nursing profession will 
single out and rely much more on “good mature 
women with good general education,” than on 
young girls just graduated from nursing schools. 


Of unusual significance was the address on 
“The Role of the Health and Medical Committee 
in the National Defense Program,” by Dr. James 
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A. Crabtree, executive secretary of the Health 
and Medical Committee of the Federal Security 
Agency. He stressed particularly the fact that 
hospital welfare agencies in local communities are 
responsible for the mobilization of skills and 
equipment for use in connection with civilian de- 
fense, and that they should organize themselves 
into adequate committees for this purpose. As 
an example of what one hospital can do in the 
way of preparing itself in its own locality, Dr. 
Albert G. Engelbach, director of the Cambridge 
Hospital in Cambridge, Massachusetts, described 
the steps taken in his hospital in the paper “Prac- 
tical Defense Measures for the Individual Hos- 
pital.” 


Of very great interest was the timely address 
on “Priority Problems of Hospitals,” by the Hon- 
orable Milton H. Luce, administrator of the Health 
Supply Section of the Hospital of the Office of 
Production Management in Washington. Everett 
W. Jones, director of the Albany Hospital in New 
York, then spoke on the “Role of the Hospital in 
Maintaining the Individual’s Health as a Defense 
Measure.” In concluding the session, Dr. Basil 
C. MacLean summarized and discussed the most 
salient features of the foregoing addresses. 


President’s Session 


At the President’s Session on Monday, Septem- 
ber 15, Dr. Benjamin W. Black, in his presidential 
address, reviewed the activities of the American 
Hospital Association during his tenure of office. 
He touched briefly on many points having to do 
with the growth and development of the Associa- 
tion during the last year—preparedness and mat- 
ters of national defense, priorities, hospital serv- 
ice plans and the Hospital Service Plan Commis- 
sion, unionization in reference to nonprofessional 
employees, the work of the Councils and the Co- 
ordinating Committee, and the status of the Amer- 
ican Hospital Association generally. 


The response of the President-Elect, Dr. Basil 
C. MacLean, constituted a vocal appreciation of 
the work of the retiring president and of the Com- 
mittees and Councils which have done such yeo- 
men service during the past year. Doctor MacLean 
set the tone for the coming year in a few trenchant 
remarks, notably the following: “I assume you 
do not wish it (the presidency) to be considered 
only as an honor, but rather as an invitation to 
work.” With this call to arms for humanitarian 
endeavor, the membership of the Association will 
look forward to a year of renewed and vigorous 
enterprise. 


An interesting and significant event was sym- 
bolized by the ceremony of the destruction of the 
bonds retiring the capital indebtedness of the 
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Association which now has a headquarters prop- 
erty evaluated at more than $160,000. This cere- 
mony was participated in by the Treasurer, Asa S. 
Bacon, Dr. Arthur C. Bachmeyer, president of 
the American Hospital Association in 1926, when 
the first mortgage bonds were issued, and Paul 
H. Fesler, president of the American Hospital As- 
sociation in 1932, when the general mortgage 
bonds were issued. 


Mr. and Mrs. Albert G. Hahn again presented 
the annual awards of the National Hospital Day 
Committee, which appear elsewhere in this issue. 


Women’s Auxiliary Sessions 


As the increase in government operation of hos- 
pitals has thrown into bold relief the special char- 
acter, services, and functions of voluntary hos- 
pitals, every organization within the hospital, 
whose activities emphasize the truly independent 
and voluntary nature of nongovernmental hospital 
activity, has become increasingly important in the 
maintenance of our voluntary hospital system as 
we know it. 


Outstanding among such intra-hospital organ- 
izations have been those groups of lay persons, 
variously known as volunteer workers, women’s 
auxiliaries, white cross guilds, etc. These organ- 
izations, though specifically formed within the 


hospital organizational structure, reach out into 
the community as no other group within the hos- 
pital set-up is able to do. Thus they are in a 
unique position to benefit the hospital both 
through their activities within the hospital itself 
and their relationships to the communities of 
which the hospital is a part. 


How specifically these ends in general and in 
detail are accomplished was the subject of discus- 
sion in sessions held at the Ambassador Hotel, 
Tuesday evening and Wednesday morning and 
afternoon under the general chairmanship of Mrs. 
William Berdine, president of the Women’s Aux- 
iliary of the Presbyterian Hospital, Newark, New 
Jersey, on Tuesday night, and of Mrs. William F. 
Campbell, president of the Women’s Auxiliary of 
the Orange Memorial Hospital, Orange, New Jer- 
sey, at the Wednesday morning session. 


The Wednesday afternoon sessions were devoted 
to round tables whose general discussion topics 
were under the following headings: Women’s aux- 
iliaries, medical social service, volunteer aides, 
hospital shops, occupational and diversional ther- 
apy and patients’ libraries. 


At the first of these round tables, that of 
women’s auxiliaries, the relationship of such an 
organization to the hospital and the varying em- 
phasis on different types of service in different 
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hospitals was discussed. The importance of sup- 
porting functions to those of the social services 
was emphasized, as was the public relation value 
of the functions of auxiliary groups. 


The round table on medical social service had 
as a focal point an especially colorful presentation 
in photographic slides of the nature of medical 
social service, accompanied by explanatory mate- 
rial regarding case work practice. 


_ The section on volunteer aides indicated the 
' many specialized functions which could be per- 
formed in various hospital departments. In the 
presentation of actual facts and figures from the 
city of Rochester, New York, considerable evi- 
dence was shown regarding the valuable services 
which could be performed. 


The round table on hospital shops included dis- 
cussion of policies for the conduct of these proj- 
ects, organization, planning, cost considerations 
and the purposes for which such shops are estab- 
lished. 


The importance of occupational and diversional 
therapy as a part of the training of medical stu- 
dents and practitioners was stressed at the round 
table having to do with the general subject of 
occupational therapy. The coordination of the 
functions of this department with other hospital 
departments was particularly emphasized. 


Trustees’ Section 


_ The Trustees’ Section meeting held Wednesday 
: evening, brought together an audience that filled 
_ the large ballroom of the Ambassador Hotel to ca- 
pacity, Raymond P. Sloan, instead of introducing 
the speakers to the audience reversed the proce- 
dure by calling on various groups to stand, hospi- 
tal trustees, administrators, etc. A large number 
of trustees were present. 


Dr. Robin C. Duerki substituted for Dr. Willard 
C. Rappleye, and discussed “The Place of the Hos- 
pital in the Educational Structure of the United 
States and Canada.” Doctor Buerki stressed the 
hecessity of hospitals having a forward vision to 
prepare young doctors and student nurses for 
their chosen vocation. Dr. A. C. Bachmeyer dis- 
cussed the “Education of the Administrator” 
through refresher courses and constant contacts 
with the latest managerial procedures. 


William Harding Jackson, president of the 
New York Hospital, handled the subject “Educat- 
ing the Trustee.” He showed conclusively that 
a trustee should familiarize himself with the vari- 
ous functions of a hospital, not only as to its physi- 
cal and financial structure but the medical and 
nursing services. He decried the practice of hav- 
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ing a person on the governing body solely for an 
occasional substantial check. 


Mrs. Frank Vanderlip, president of the New 
York Infirmary for Women and Children, had as 
her subject “Educating Women Workers.” She 
brought out the many opportunities available for 
volunteer workers in the various branches of hos- 
pital service particularly through their training 
in Red Cross and other media for emergency and 
defense work. 


“Educating the Public’ was the subject of 
Armand Deutsch of Montefiore Hospital in New 
York. He outlined the great possibilities of famil- 
iarizing the average person with the hospital and 
what it stands for that were available through 
human interest stories in press, radio, pictures and 
particularly the issuance of a comprehensive year 
book to be discreetly distributed. 


Each talk was followed by a quiz entered into 
with spirit by members of the audience. It was 
felt that much valuable information was ex- 
changed and that the entire session had been ex- 
tremely helpful. 


Inter-American Hospital Association 


Closer association of hospital people in the 
Western Hemisphere has long been a primary ob- 
jective of many who are vitally interested in this 
problem throughout the countries of the American 
Continent. A number of the leaders in this field 
in the various countries have expressed from time 
to time the desirability of having a concrete me- 
dium of exchange by which this strong feeling 
might find expression. 


It was with immense pleasure that the an- 
nouncement was made at this time that the visions 
of years past are rapidly becoming realities. Nine- 
teen delegates from seven Latin-American coun- 
tries met daily during the convention and gave 
earnest consideration to every phase of this prob- 
lem. At a meeting Tuesday, September 16, after 
considering all phases of the proposal, the dele- 
gates unanimously decided to organize an Inter- 
American Hospital Association. A committee was 
appointed to draft a constitution for this organiza- 
tion based on the following declaration of prin- 
ciples: 


1 That the Inter-American Hospital Asso- 
ciation has as its primary aim to stimulate 
and maintain a closer association among the 
hospitals of the Americas and to encourage a 
mutually beneficial interchange of ideas and 
experiences between the hospital people of the 
American Continents. 


2 It is further declared that the persons 
who form this association have as their only 
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objective the coordination of all humanitarian 
efforts for the betterment of hospitals and the 
improvement through education of those who 
are entrusted with the care of the sick and 
injured. 


This committee submitted its report at Wednes- 
day’s meeting, at which time the proposed docu- 
ment was discussed article by article and, with 
enlightened contribution from each member of 
every delegation, the final form was approved. 


The objectives of this association, as outlined 
in Article II, are: 


1 To promote the cooperation and collab- 
oration of hospitals in the Americas (South, 
Central, and North) 


2 To promote education and betterment in 
the organization and management of hos- 
pitals 


3 To organize at intervals institutes for 
hospital administrators and hospital con- 
gresses with attendance of delegations for the 
various countries of the Americas for the pur- 
pose of discussing the principal hospital prob- 
lems and ways and means for improvement 
of hospitals 


4 To promote organization, coordination, 
and cooperation among national hospital as- 
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sociations of the Americas with the end in 
view of obtaining the best possible relations 
in the field of hospital service 


5 To establish an exchange of information 
in matters of hospital administration through 
publications and other means of expression 


6 To promote the granting of study and 
travel fellowships that will provide for inter- 
change of hospital directors, physicians, and 
technical personnel with the end in view of 
enhancing knowledge of hospital administra- 
tion. 


Other articles provide for: name, membership, 
dues, assemblies and other meetings, committees, 
and amendments. Provision is made also for the 
election of a board of trustees on which all coun- 
tries of the hemisphere shall be represented. 


It has been declared also by the unanimous vote 
of all the delegates present that this association 
intensely desires collaboration and fraternal union 
with the American Hospital Association and the 
American College of Hospital Administrators. 


It was interesting to observe the pronounced 
enthusiasm and the feeling of fellowship that was 
prevalent during the prolonged course of these 
deliberations. There were no language difficul- 
ties during these conferences. Spanish, Portu- 
guese, and English were the language mediums. 
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Social Service Section 


“Integrating Social Service in the Hospital” was 
the general topic of the Social Service Section. 
Representatives of six hospital and community 
groups concerned with the welfare of the patient 
prought to the panel discussion their points of 
view as to the manner in which Medical Social 
Service could be more closely integrated into the 
hospital program. Minna Emch, M.A., M.D., Chi- 
eago, Illinois, psychiatrist, associate professor, 
Northwestern University, spoke from the stand- 
point of the doctor; Ruth W. Hubbard, R.N., Phil- 
adelphia, Pennsylvania, Visiting Nurse Society of 
Philadelphia, from the standpoint of the nurse; 
Amy W. Greene, Baltimore, Maryland, Johns Hop- 
kins Hospital, from the standpoint of the social 
worker; Mrs. Richard Meade, Jr., Miquon, Penn- 
sylvania, member of the Social Service Auxiliary, 
Hospital of the University of Pennsylvania, exec- 
utive secretary, Foreign Policy Association, Phil- 
adelphia, from the standpoint of the hospital trus- 
tee; Mrs. William F. Campbell, Orange, New 
Jersey, President, Orange Memorial Hospital Aux- 
iliary, from the standpoint of the lay worker; 
James A. Hamilton, New Haven, Connecticut, di- 
rector, New Haven Hospital, from the standpoint 
of the administrator. 


There was a fairly general agreement that 
greater mutual respect and understanding of the 
areas and methods of functioning was basic to 
true integration. One speaker suggested as the 
most important vehicle for accomplishing closer 


integration a concentrated effort on the part of . 


social workers themselves to demonstrate and in- 
terpret the value of social casework in the care of 
patients. 


There was also general agreement that the su- 
perintendent of a hospital had a large share in 
this responsibility for closer integration. This in- 
cluded a responsibility for the proper selection of 
the individual social worker; in defining her func- 
tion and interpreting it to the rest of the hospital. 
There were definite and practical suggestions as 
to methods of hospital organization, for example, 
unit records; coordination of departments; stand- 
ards in working conditions which would stimulate 
closer integration. 


Mary M. Maxwell, executive secretary of the 
American Association of Medical Social Workers, 
was among the discussants and reminded the au- 
dience that this Association had been working for 
some years on subjects suggested by the various 
speakers as related to the problem of integration. 
For example, a Committee on Functions has been 
revising the aims and scope of medical social serv- 
ice to meet the changes in the larger medical and 
hospital field; the Committee on Education is con- 
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cerning itself with relationships with allied fields, 
for example, public health nursing; and a recently 
formed committee is taking leadership in working 
out the whole question of contribution of the lay 
persons to strengthening medical social service in 
hospitals. 


Dietetic Section 


At the meeting of the Dietetic Section, Mrs. 
Mary I. Barber traced the advances made in the 
field of nutrition since the World War I days and 
illustrated how nutrition experts are meeting the 
dietary requirements of our armed forces. In the 
early days of the last war a serious shortage of 
food and lack of trained personnel proved the 
greatest obstacle to a well rounded program, over- 
come when the essential experience was gained. 
In the present day program the armamentarium 
of the food expert has been enriched by the avail- 
ability and utilization of both personnel and ma- 
terial to insure standards of service that exceed 
the requirements formulated by the National Nu- 
trition Committee. 


In the presentation dealing with food service, 
Dorothy De Hart and Emma Baughman were both 
of the opinion that special diet kitchens could be 
eliminated provided adequate provision be made 
to absorb this food unit by the essential structural 
changes and functional reorganization of the main 
kitchen. In hospitals where this is possible and 
desirable, the results are improved economy and 
efficiency—conclusions supported by extensive ex- 
perience in hospitals where this method has been 
adopted. Genevieve Coon, on the strength of a 
survey made to determine the tendency to expand 
the selective menu service to include ward pa- 
tients, reported that the majority of hospitals did 
not support this move. While such a practice may 
tend to satisfy a small number of ward patients, 
it was generally agreed that simplicity and ade- 
quacy of service would serve the best interests of 
the sick and permit maintenance of high standards 
at less cost. Henriette Pribnow outlined the prob- 
lems of space, personnel, and equipment that must 
be met to expand the selective menu service and 
held the opinion that such a move was not justi- 
fied. Lute Troutt and Mary Harrington presented 
a number of compelling arguments for the or- 
ganization and maintenance of pay cafeterias for 
personnel. The satisfactory response by em- 
ployees to a plan that permits them to control the 
full disposition of their salaries has eliminated 
food complaints and at the same time has not re- 
sulted in the lowering of their nutritional stand- 
ards. It appears that the plan has a greater 
opportunity for success in the larger hospitals 
where the volume of food service makes it pos- 
sible to meet the !arger overhead costs. 





71 








Helen C. Burns strongly recommended the adop- 
tion of a food waste program for each hospital. A 
waste conscious attitude encourages a cost con- 
scious attitude. A food waste program, to be ef- 
fective, must be all inclusive with controls from 
the receipt of food throughout the stages of stor- 
age, issue, preparation, service and consumption. 
Each step along the path may contribute its share 
of food loss unless adequate safeguards are estab- 
lished. 


Mary K. Bloetjes submitted the recommenda- 
tion that the small hospitals adopt a plan for the 
standardization of food cost control that will bring 
out comparable results. Accurate food cost ac- 
counting is based on rigid food cost control. A 
plan of this character will insure a balanced pro- 
gram of food service for patients, and prevent an 
improvement of service for one group at the ex- 
pense of another in the hospital. 


In his discussion, Graham L. Davis pointed out 
the necessity for a definition of terms that would 
serve as a basis for the plan recommended by Miss 
Bloetjes. The definition of “small” and of “meal,” 
as applied to hospitals, remains unclear. He ac- 
cepted an invitation to work with Miss Bloetjes to 
further the program. 


Pharmacy Section 


At the Pharmacy Section meeting, I. T. Reamer 
demonstrated the value of a full-time pharmacist 
in hospitals of less than 100 beds. Graham F. 
Stephens, Jr., advocated a Hospital Formulary 
drawn up with the assistance of the hospital clin- 
ical staff. 


Possibilities of definite financial savings with 
continued clinical safety were offered by Dr. Harry 
Gold, in discussing a common sense materia med- 
ica in the hospital. The use of bulk ether for 
anesthesia and the purchase of digitalis leaf in 
bulk were two examples pointed out by Doctor 
Gold. Excessively high prices for process-pat- 
ented drugs were severely critcized by Robert S. 
Fuqua, in discussing the economics of purchasing 
drugs, solutions, and gases. 


In the panel discussion following the formal 
papers, Dr. Jack Masur expressed the belief that 
extra charges for common drugs destroyed good 
will, although George Wood believed strongly that 
the pharmacy department should not run at a 
financial loss. Dr. Anthony J. J. Rourke admitted 
the difficulty of controlling the administration of 
special prescriptions and expensive drugs, but felt 
that securing the cooperation of the medical staff 
through education was very important. 


R. H. Stimson closed the discussion with an 
estimate of $3000 to $6000 being necessary to 
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start a pharmacy in a hospital of one hundred 


beds. 
Administration Section II 


Administration Section II dealt with the gen- 
eral topic of personnel in hospitals and was con- 
ducted in a manner comparable to “Town Hall” 
of the air. Among some of the subjects dis- 
cussed were “The Opportunities for Career in 
Public Hospital Management Through Coopera- 
tion of Civil Service and Merit Systems,” by the 
Hon. William T. Ellis, Trenton, New Jersey ; “Per- 
sonnel Policies with Reference to Selection, Grad- 
ing, and Dismissal in View of Present Conditions,” 
by Dr. A. C. Bachmeyer; “Wage Policies in View 
of Present Conditions,” by James A. Hamilton; 
“Out of Hour Activities,” by Laura M. Smith, of 
the American Telephone and Telegraph Company 
of New York; “Selection of Employees for Service 
Industries,” by Kenneth Lane of the Hotel New 
Yorker, and “Training of Employees for Service 
Industries,” by Mrs. Maude Boulden, Personnel 
Consultant of New York. 


Tuberculosis Section 


At the Tuberculosis Section meetings, the pa- 
pers and discussions were given by leading phy- 
sicians and administrators of tuberculosis hospi- 
tals throughout the country. Dr. William H. 
Oatway, Jr., of Madison, Wisconsin, illustrated the 


changes which may be made to efficiently isolate 
tuberculous patients in those hospitals already ex- 
isting in the community. Dr. H. W. Hetherington 
of Philadelphia, Pennsylvania, demonstrated the 
increased incidence of infection and disease in 
nurses’ contact with patients in general hospitals. 
Dr. B. W. Pollak of Jersey City showed the re- 
ducing effect on infection by the use of infectious 
disease precautions and a more alert clinical atti- 
tude. Dr. George Ornstein of New York empha- 
sized the report of Doctor Hetherington and 
stressed the hazards of tuberculosis services. Dr. 
Theodore Badger of Boston stressed the impor- 
tance of general health measures to protect nurses 
from the development of disease. John Hayes of 
New York discussed the possibilities of arranging 
for special care for the tuberculous in a general 
hospital. Dr. Leopold Brahdy of New York 
warned against any lesion benign until it has been 
observed. Doctor White of Washington reviewed 
the fortunate progress in case-findings and 
stressed the use of purified tuberculin (P.P.D.). 
Doctor Childress of Westchester, New York, dem- 
onstrated that exposure to disease increased the 
development of duties in employees remarkably. 
Doctor Douglas of Detroit stressed the suscepti- 
bility of female children as against male. 


Dr. Dean B. Cole of Richmond, Virginia, re- 
ported that the general hospital could combine 
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with the sanatorium to form a strong factor in 
treating tuberculosis in the community. Dr. T. B. 
Aycock of Baltimore warned that chest surgeons 
must be well qualified to perform the chest sur- 
gery. Dr. Lauritz S. Ylvisaker of Newark showed 
the advantage of pre-employment examination of 
officer workers, with a progressive decrease in the 
seriousness of the disease. Dr. Max Pinner of 
New York urged that re-employability of inacti- 
vated tuberculous employees is feasible, and that 
itis a responsibility of the hospitals and sanatoria. 
Dr. Haynes Harold Fellows of New York has reg- 
ularly been able to find tuberculosis in applicants 
for employment. Dr. F. Maurice McPhedran of 
Philadelphia urged that a tuberculosis unit in a 
general hospital is a help to patients in the com- 
munity, and valuable for research. 


Dr. William H.-Oatway, Jr., of Madison was 
elected, chairman and David Cooper of Philadel- 
phia was elected secretary for 1941-42. 


Out-Patient Section 


Ray Amberg of Minneapolis, in a paper enti- 
tled “Periodic Review of Economic and Social 
Status of All Out-Patients,” sketched briefly the 
history of out-patient departments, and advo- 
cated periodic review to (1) reject ineligible pa- 
tients, (2) to promote economy and efficiency, (3) 
to avoid competing with private practice of medi- 
cine, and (4) to return patients to competent hands 
when economic situation improves. 


Abbie E. Dunks of Boston described, in a paper 
“Out-Patient Rates and Costs,” an effort in prog- 
ress at the Boston Dispensary to establish rea- 
sonable fees for out-patient service. She offered 
a plan properly to correlate costs and income in 
out-patient management. J. Dewey Lutes of Chi- 
cago, in a paper “Cooperation Between the Mu- 
nicipalities and Voluntary Hospitals in the Care 
of the Indigent Patient,” advocated provision of 
government funds to voluntary hospitals for care 
of indigents. Dr. E. L. Harmon of Valhalla, New 
York, in a paper “Expanding Fields of Usefulness 
for the Out-Patient Department,” advocated 
greater activity in out-patient departments in (1) 
follow-up clinics, (2) public health enterprises, 
(3) personnel health, (4) mental hygiene, and (5) 
dental services. 


Children’s Hospital Section 


At the Children’s Hospital Section meeting, 
Winifred Culbertson of Cincinnati, in a paper on 
“The Convalescent Home in Connection with a 
Children’s Hospital,” explained that most of the 
convalescent homes for children in this country 
are operated by children’s hospitals and are used 
to remove chronic patients from the city to the 
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country. In Cincinnati the Children’s Convales- 
cent Home serves the children of the city and is 
a teaching field for the University of Cincinnati. 
The personnel of this organization is its most im- 
portant asset, as they must prepare the child to 
become a good citizen in its changed world. The 
personnel must also prepare the parents to help 
the child adjust himself when he returns to his 
home. Discussion brought out that the participa- 
tion of interns and residents in this program 
would enable them to understand the value of 
convalescent care for children. George von L. 
Meyer of Boston, in a paper “The Criteria for De- 
termining Eligibility for Admission of Free and 
Part Pay Patients to a Children’s Hospital,” de- 
scribed the methods employed in this institution. 


A colored motion picture.of Boettcher School 
for Handicapped Children in Denver showed the 
unusual opportunities given these children for ed- 
ucational and physical rehabilitation. 


Construction and Mechanical Section 


The general topic of the Construction and Me- 
chanical Section program was “Safety in Defense 
Preparations in Hospitals.” First on the program 
was George Buck of Trenton, New Jersey, who 
spoke on “General Hospital Equipment as It Ap- 
plies to Safety in Hospitals.” Mr. Buck, in his 
speech, emphatically advised the maintenance of 
precautions against accidents in hospitals. Among 
the hazards to be considered are fire, electrical 
connections, falling from beds, hot water bottle 
burns, and wrong medication. All accidents should 
be reported at once. 


Dr. M. L. Busch of Chicago, in a paper on “Ob- 
stetrical and Nursery Equipment as It Applies to 
Safety in Hospitals,” advised that “the finest 
equipment is only as good as the personnel han- 
dling it.” Dr. John Gorrell of Michigan talked on 
“Physical Therapy Equipment as It Applies to 
Safety in Hospitals.” He pointed out that cheap, 
make-shift and home-made equipment is likely to 
produce accidents. Equipment should have un- 
derwriters’ approval and be inspected daily. Ac- 
cidents do not happen; they are caused and the 
person responsible must be determined. The per- 
sonnel must, therefore, be carefully selected and 
carefully treated. 


Administration Section I 


The general topic of Administration Section I 
was “Accounting Control.” Charles G. Roswell 
of New York spoke from the standpoint of large 
hospitals, stressing the importance of avoiding 
fraud and dishonesty. C. F. Golden of North 
Carolina spoke from the standpint of small hos- 
pitals and humorously described the multiple du- 
ties of small hospital administrators and the need 
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for good systems of accounting control. The gen- 
eral discussion was led by O. K. Fike and Florence 
King. The entire session was most interesting as 
evidenced by the large attendance. This seemed 
to indicate the fact that all small hospitals are 
becoming accounting conscious, particularly as 
pertains to purchasing and accounting supplies. 
A large number of small hospitals now have some 
sort of store room control divorced from the pur- 
chasing end. 


Business Management Section 


The: Business Management Section meeting, 
with Messrs. Oliver G. Pratt and Scott Whitcher 
in charge, was devoted to a panel discussion on the 
various phases of business management, such as 
admitting precedures, credits and collections, pur- 
chasing and stores, and bookkeeping procedures. 
In addition to this panel discussion, George 
Hooper, president of the Hospital Industries’ As- 
sociation, presented an address covering the rela- 
tionship of hospital industries to hospitals. 


Nursing Section 


The Nursing Section meeting, with F. Oliver 
Bates of Charleston and Jessie J. Turnbull of 
Pittsburgh in charge, was devoted to four major 
topics. The first of these was “Keeping the Grad- 
uate Nurse Abreast of Modern Nursing Advance- 
ments,” with Helen W. Munson speaking on the 
active graduate nurse, and Mary Burr speaking 
on “The Inactive Graduate Nurse for Local and 
National Emergencies.” The second topic was on 
“How Should the Small Hospital School of Nurs- 
ing Be Fitted into the Accredited Program?” 
and was presented by Bernice E. Anderson of 
Newark, New Jersey. 


The third topic was on “The Performance of 
Certain Clinical Procedures by Nurses,” with Re- 
gina Kaplan of Hot Springs, Arkansas, speaking 
from the point of view of the small hospital; Eve- 
lyn M. Farrand speaking from the point of view 
of the large hospital and Emanuel Hayt treating 
the legal aspect. 


Intern and Residency Section 


At the Intern and Residency Section, Dr. Wil- 
liam D. Cutter of Chicago pointed out that in the 
next three or four years we can expect no in- 
crease in available interns. The Council on Hos- 
pitals and Medical Education, he said, is encour- 
aging experiments in: extending the term of in- 
ternship to two years, paid mixed residencies, and 
making job analysis with the idea of eliminating 
needless tasks and more efficient use of the in- 
tern’s time. This theme was stressed by all of 
the speakers. 
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Dr. G. Harvey Agnew of Toronto stated that 
the momentous decision of selecting an intern was 
too often taken by the recent graduate as a per- 
functory duty, and that the type of internship 
should meet the type of practice. He advised that 
often more practical work in a smaller hospital 
with routine care of the patient is of more value 
than the practice in a larger hospital. The pres- 
ent day intern must not only be experienced but 
he must be a student. Good training in observa- 
tion with meticulous attention to detail is of great 
importance. The primary function of the intern 
committee is to assist the intern with his per- 
sonal problems. 


Dr. Russell Oppenheimer of Emory University, 
Georgia, indicated that the deans of medical 
schools can be helpful in advising students on in- 
ternships. Mental attitudes, geographical con- 
siderations and finances often determine the place, 
type, and length of internship. Because of the 
increase in diagnostic and therapeutic work in the 
voluntary hospital, the intern is becoming the as- 
sociate of the attending staff. 


Joseph G. Norby of Milwaukee, in discussing 
the educational program of the hospital not con- 
nected with a medical school, pointed out that 
such a program is not only desirable but that the 
welfare of the community demands it. He ad- 
vised that there are not enough beds in university 
connected hospitals to train all the future doctors. 


Regina Kaplan, of Hot Springs, presented an ex- 
cellent and accurate plan for paid house officers 
(internships) on the basis of the recommendation 
in the 1940 report of the Commission on Gradu- 
ate Medical Education headed by Dr. Robin C. 
Buerki. An excellent panel discussion was led by 
Dr. Malcolm T. MacEachern. 


Governmental Hospital Section 


At the Governmental Hospital Section program 
headed by Dr. Emanuel Giddings of Brooklyn and 
Dr. Charles L. Clay of Miami, William L. Coffey 
of Wauwatosa, Wisconsin, described the organi- 
zation plan of the Milwaukee County Department 
of Institutions. He said the advantages of cen- 
tralized control were several, including closer co- 
ordination of activities and quicker response when 
one institution needs the assistance of another; 
lower purchase cost of provisions and material 
through use of a central purchasing bureau; more 
accurate personnel control; and a more flexible 
set-up for the budget where one institution could 
draw upon another’s unused surplus. William 
Loughran of New York spoke on estimates for 
allocation of employees to New York Hospitals, 
citing figures from a survey which his department 
uses as a basis for present practice. Dr. Karl 
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Bowman of New York gave a detailed description 
of the work done at the Psychiatric Division at 
the Bellevue Hospital, in carrying out the func- 
tions, diagnosis, treatment, teaching, research, 
and prophylaxis as applied to mental illness. 
Major General Charles R. Reynolds of Harrisburg 
compared military medical organization under 
1917 conditions with present arrangements. At 
that time there was a definite front with a firing 
line, whereas now casualties may be expected 
within a very broad area. 


Small Hospital Section 


At the Small Hospital Section meeting, pre- 
sided over by Helen Robinson of Wauseon, Ohio, 
and William E. Barron of Washington, Pennsyl- 
vania, William J. Donnelly of Princeton, New Jer- 
sey, pointed out the great need for effective con- 
trol of surgery in the small hospital; that control 
of surgery should begin when the board of trus- 
tees and the medical staff have agreed that the 
provision, facilities, and personnel necessary for 
the practice of surgery have become require- 
ments of the hospital. He stated that it was the 
administrator’s responsibility to see that proper 
operating room procedures were established and 
that adequate supplies should be available to carry 
out these procedures; that the administrator 
should be informed of all break in technique and 
rules and regulations governing surgery and 
should make an honest effort to correct the fault; 
that a joint conference committee is the ideal way 
of working out differences between the medical 
staff and board of trustees. This is the founda- 
tion of understanding between the administrator 
and the board with the medical staff based on 
mutual respect. 


Dr. E. R. Murbach of Wauseon, Ohio, brought 
out in his paper that it was necessary, in the 
small hospital as in the large hospital, to have an 
organized staff. He stated the requirements set 
up for practice of surgery, the most important of 
which was that a surgeon qualified to operate 
should have two years’ residency in surgery be- 
fore attempting major surgery. 


Dr. Henry K. Baker of Flint, Michigan, pointed 
out the necessity of adequate medical records in 
the control of surgery; that the medical record 
reflected the work of the surgeon and the hos- 
pital; that the patient was entitled to have a writ- 
ten record in which he could see if necessary that 
everything had been done to discover the reason 
and cause of his disease and why operation was 
indicated. He emphasized the necessity of writ- 
ten consultation so that the patient and the hos- 
pital would have greater confidence in that the 
surgeon based his judgment not on his own find- 
ings but that of others in the field. 
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Harvey Agnew; Singing of National Anthem 
led by John Baker 


Dr. W. S. Rankin of Charlotte, North Carolina, 
pointed out that if the medical staff and board of 
trustees were not willing to bring their wives and 
children into the small hospital for operation but 
took them to a distant city for treatment, thus 
showing the lack of confidence in the community 
hospital, then no charity patient in the commu- 
nity should be admitted for surgery; that if sur- 
geons in the community were not qualified, then 
an outside surgeon should be brought in to per- 
form operations and that this was the trend. 


Alden B. Mills of Chicago, in discussing ‘“Pub- 
lic Relations in the Small Hospital,” told of the 
need in the small community as well as in the 
large community and even to a larger degree. 
Henry L. Goodloe, of Hampton, Virginia, pointed 
out the need of improved service in the small hos- 
pital in order to establish better public relations; 
that people in small communities visited larger 
communities and knew about the high type of 
service given in hospitals and hesitate to be ad- 
mitted to their own community hospital unless it 
could give the same standard of service. He ex- 
plained how he had improved the service in his 
hospital, thus establishing good will for the hos- 
pital. William B. Sweeney of Willimantic, Connecti- 
cut, stated his set-up with women’s auxiliaries 
and junior auxiliaries and the effective work they 
were doing for the good of the hospital. He 
stated that many of the girls who were members 
of the junior auxiliaries entered nursing and other 
allied fields after their experience in the hospital 
with the junior auxiliary. Helen Branham of 
Tupelo, Mississippi, explained group hospitaliza- 
tion among farmers in northern Mississippi, which 
gave low cost medical care to this group who 
needed it so much in the South. The plan is fos- 
tered by the hospital itself and has done much 
to foster good will in the community. 
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Stanley A. Pressler of Bloomington, Indiana, 
pointed out the great need of an adequate ac- 
counting system in the small hospital, so that 
costs would be comparable; that the need for ade- 
quate accounting was even more necessary in the 
small hospital; that the cash basis was not a yard- 
stick for correct statistics on operating costs and 
that the accrual system should be adopted with a 
perpetual inventory ; that the end of the year was 
too late to know what happened during the past 
twelve months and that too many explanations 
were due the board under the cash basis of ac- 
counting. W. P. Earngey, Jr., of Norfolk, Vir- 
ginia, spoke on the perpetual inventory and its aid 
in purchasing. 


Dr. Louis Block of Washington, D. C., gave fig- 
ures and facts about institutions not registered 
with the American Medical Association. When 
asked what could be done about these institutions, 
he replied that his body was only a fact finding 
body but that it appeared to be a matter of edu- 
cation of the layman as to the importance of a 
registered and non-registered hospital when they 
were admitted to the hospital. Homer F. Sanger 
of the American Medical Association stated that 
these institutions were slowly folding up, but that 
it was a slow process and a matter of educating 
the public. 


General Round Table 


As usual, there was a lively ““MacEachern-Jolly” 
round table Friday morning, with an unusually 
large and interested audience. 


Our Exhibits 


An important feature of the Convention was the 
commercial and educational exhibits. Beautifully 
balanced and carefully dressed, this display of 
merchandise and the ordered exhibits of ancillary 
organizations was easily the best arranged of any 
of our exhibits. The exhibit itself was one of 
the great educational forces of the Convention. 
The universally favorable comment of the dele- 
gates and guests evidenced their approval and 
appreciation of an exhibit so meticulously pre- 
pared. Each exhibitor offered the latest and best 
merchandise in his line. 


Extremely impressive were the ingenious meth- 
ods used by the exhibitors to demonstrate their 
products. When one considers that back of each 
product is a lifetime of hard work, tremendous 
capital outlay, and intelligent research one cannot 
help being deeply interested. 


The representatives, at the different booths with 
courtesy and enthusiasm showed their willingness 
to serve each individual who visited them. The 
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approach to the visitor seems to be garbed in a 
cloak of high service. “What are your problems, 
we will do our best to help you solve them,” is 
what is expressed. That is modern salesmanship 
at its best. 


The companies who exhibited are to be compli- 
mented upon the high type of personnel who had 
charge of the booths. It was a common sight to 
see a customer from a distant point enthusiasti- 
cally greet one of the sales representatives—no 
doubt a friendship based upon years of doing busi- 
ness together. No effort was spared to create 
good will so that every visitor must have gone 
away genuinely inspired by the contacts made. 


There is no place where a buyer of any kind 
of merchandise used in a hospital can see under 
one roof such an array of materials. It has be- 
come an esential part of the buyer’s education. It 
saves literally months of time. 


Visitors from South America expressed amaze- 
ment over the way this huge exhibit functions. 


The Honorable Milton H. Luce, administrator 
of the Health Rating Plan of OPM spent more 
than two hours visiting each display, conversing 
with the exhibitors, asking and answering ques- 
tions, and at the conclusion of his tour stated that 
he had never seen so varied and complete a dis- 
play of hospital supplies and equipment, or one 
so well assembled. 


The Educationai Exhibits were more extensive 
than in previous shows. They occupied the booths 
surrounding the Commercial Exhibit. As the dele- 
gates and members moved from booth to booth, 
they expressed their appreciation of the educa- 
tional worth of this extensive exhibit. 


Each Convention that passes into history seems 
to better its predecessors. Certainly the novelty 
of each year’s change of locale, innovations in ex- 
hibits, and timeliness of programs have much to 
do with this. In addition, the increased growth 
and prestige of the American Hospital Association 
makes it possible to draw not only a distinguished 
and important list of speakers but an increas- 
ingly important and representative body of hos- 
pital people. There was not a State in the Union 
or a Province in Canada which was not repre- 
sented. In addition, there was the added honor 
and pleasure of meeting concurrently with the 
important sessions and deliberations of the Amer- 
ican Protestant Hospital Association, the Ameri- 
can College of Hospital Administrators, the Amer- 
ican Association of Nurse Anesthetists, and the 
American Association of Medical Record Libra- 
rians. For all these groups and for the American 
Hospital Association, the Forty-Third Annual 
Convention now passes into memorable history. 
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A Career in Public Hospital Management 


WILLIAM J. ELLIS, L.L.D., Ph.D. 


mated to spend one billion dollars every year, 

much of it, of course, is provided by taxes. 
They employ some half-million of people and min- 
ister to the needs of from 10,000,000 to 12,000,000 
patients during the course of a year. 


To hospitals of the United States are esti- 


It is generally acknowledged that hospitals, in 
addition to their fundamental health program, 
are a form of social service. Like the practice of 
medicine, hospital work probably never returns 
a financial reward commensurate with the time 
and effort its practitioners bring to it. 


Nevertheless, the huge investment of money 
in plant and equipment, the large clientele the hos- 
pital serves, the exacting and serious nature of 
the work it performs all demand the highest form 
of skilled management and workmanship to in- 
sure the proper administration of this large en- 
terprise. 


Some of us can remember when the hospital 
was looked upon as a boarding house for the sick 
poor, a sort of almshouse equipped with a medical 
staff. Some of us recollect, too, the days when 
public mental hospitals were places of custody in 
which to deposit—and forget—hopelessly psy- 
chotic people who were to vegetate through a mis- 
erable existence. 


Changed Hospital Picture 


Today, the situation is very different. We find 
general hospitals as well as institutions devoted 
to some special problem of the healing art pro- 
vided with fine equipment and the latest tech- 
niques in the practice of medicine and surgery. 
There are the public mental and tuberculosis hos- 
pitals which have become laboratories for the 
advance of science in the cause of humanity. More 
recently, there have arisen the great medical cen- 
ters with their groups of buildings, their staffs 
of physicians and administrators forming ver- 
itable workshops for the good of the community. 


This hospital has become a complex organiza- 
tion of general and special medical and surgical 
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service, nursing facilities, dietetics, social service, 
and business administration. It presents knotty 
problems of food supply and preservation, ques- 
tions of engineering and of sanitation, household 
duties and measures involving public relations 
with the community. 


To the public hospital, the institution operated 
directly by government with funds raised by tax- 
ation, have been necessarily added special prob- 
lems of public budgeting and public financing. 


Trained Personnel Essential 


Persons who enter public hospital work must 
be professionally equipped and technically trained 
for their jobs. The hospital is not a refuge where 
“just anybody” can be hired to do work which 
requires little skill and no imagination. The pub- 
lic hospital must be administered by those who 
see in the work an opportunity for a career. They 
must view the hospital as an institution to which 
they can bring their skill and training with a rea- 
sonable assurance that they will be adequately 
rewarded for their work, that they will have a 
chance for professional and economic improvement 
and that the tenure of their positions will be pro- 
tected as long as their services are satisfactory. 
These are fundamental to the problem of operat- 
ing public hospitals, more especially since the 
financial returns in public hospitals work are gen- 
erally somewhat lower than for private or volun- 
tary institutions. 


Administrator Is Coordinator 


The public hospital administrator, like his coun- 
terpart in the voluntary field, is an agent for get- 
ting things done properly. He must be concerned 
with the medical aspects of the hospital, its busi- 
ness administration, the social work undertaken 
by the organization. While perhaps not an ex- 
pert in all of these fields, he must understand them 


- and realize the part that each plays in the primary 
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job of the hospital, to practice the healing art and 
to serve the community. 


As Michael M. Davis has put it, the first call 
on a hospital administrator is “not to look up 
answers but to know how to solve problems.” 


Backed by a competent medical and administra- 
tive staff, secure in the knowledge that tenure 
and promotion await faithful and intelligent serv- 
ice, such a trained administrator can render the 
community a return which will be hard to meas- 
ure. The answer to the building of such a staff 
functioning under such an administrator in the 
public hospital is a competently administered 
merit system. 


Wherever the civil service system has been 
sincerely tried and honestly enforced, it has been 
successful. This is true particularly in the highly 
technical field of hospital management and it has 
been the experience that hospitals whose workers 
are protected by the civil service system have 
been generally well operated. In spite of its rec- 
ognized difficulties an honest and constructive 
civil service system is the best method for secur- 
ing, retaining and advancing employees in public 
institutions. 


Civil Service Is Not New 


The civil service system is not new. The Fed- 
eral Government, New York State, and Massachu- 
setts, have had such systems since the 1880’s, 
New Jersey since 1908. Since these early begin- 
nings the skill and understanding of hundreds of 
workers in the field of public personnel has been 
brought to bear upon the problem of the worker 
in the public institution until today there are few 
who doubt the efficacy of the merit system in its 
relation to public employment. 


In the field of public welfare generally, un- 
doubtedly, the shift of workers from private to 
public social agencies during the past 14 years 
has had much to do with placing the emphasis 
upon modern merit systems in the selection and 


promotion of public employees. During the de- 
pression public money was appropriated in great 
- Sums to social work fields which had been up to 
that time quite generally locked upon as essen- 
tially the sphere of private agencies. 


Economic Stress Changing Period 


This emergency period was one of flux but the 
creation of the Federal social security system in 
1935 gave great impetus to the civil service sys- 
tem. With the insistence of the Federal Govern- 
ment upon conformity to certain standards in 
state welfare work, new prestige was given the 
public worker. States which did not have a merit 
system or where such systems were rather poorly 
administered were induced to modernize their per- 
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sonnel work. In jurisdictions where civil service 
had existed for long periods renewed stress was 
put upon public work as a definite career requir- 
ing training in techniques and where promotion 
might be expected in returns for a job well done. 


While this movement took place mainly in the 
field of categorical assistance, its influence was 
felt far beyond the realm of Federal-State assist- 
ance programs. The process of creating stand- 
ards in public work and of securing standardiza- 
tion within the various classifications of positions 
was carried over into related fields of social work, 
including the public hospital. 


There are three factors which influence appli- 
cants for public work in this field to accept posi- 
tions and to keep them. They are the assurance 
of a steady income, reasonable certainty of hold- 
ing the job and the chance to make a career 
through promotion. People will not take subordi- 
nate jobs on the chance of eventually improving 
their social and economic status if there exists 
the possibility that they will be arbitrarily dis- 
missed or ignored in consideration for advance- 
ment for reasons of favoritism or any other capri- 
cious notion. 


Merit System Selective Process 


The civil service system has responsibility for 
a great deal more than mere job protection. The 
question is not whether the merit system shall 
act in the role of guardian to the public worker, 
protecting him from the capriciousness of party 
politics. It resolves itself into being a modern 
personnel department to select and to develop the 
best possible personnel for public service. 


As it has operated in recent years, the merit 
system has been charged with the duty of assur- 
ing to the public who pay the bill a continuity of 
service by experienced people and a continuous de- 
velopment of good policy through a system of 
realistic choice which will keep out the unfit and 
induce competent, qualified people to enter public 
service, giving them a substantial incentive to 
better themselves. 


Under this view the modern civil service sys- 
tem implies recruiting, selection and training to 
secure and to keep the best possible personnel for 
public service. Speaking particularly of the pub- 
lic institution, such a plan is for the best interest 
of the patient, the public, the institutions and the 
workers. 

Standards Necessary 


In this connection, a recent study of civil serv- 
ice in relation to public welfare work generally 
made under the auspices of the Russell Sage Foun- 
dation has a significant application, for it is just 
as valid to the public hospital field as to welfare 
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work generally. It is of vital moment, this study 
determined, first to understand the nature of per- 
sonnel needs, second to work out training stand- 
ards and the method of recruit selection that will 
further the employment of qualified personnel and 
then to aid the civil service administratiion to 
translate such standards into criteria of evalu- 
ation. 


It is important, under this view, that the em- 
ploying institution be in thorough accord with 
those laymen and civil service administrators who 
are eager to improve the public service. Further, 
the hospital must fully understand the methods 
that will achieve this end. 


Cooperation Essential 


Cooperation between the employing unit and 
the civil service administration is about the only 
effective way to increase the efficiency of the sys- 
tem and to improve its smoothness of operation. 
Given the will to apply a sound civil service sys- 
tem financially able to provide for competent di- 
rection and the employment of skilled people with 
some knowledge of hospital work, the task re- 
mains to adopt policies which will lead to the cre- 
ation of procedures covering recruiting, methods 
of selection, probationary periods, classifications 
and reclassifications, salary schedules and promo- 
tions. 


To accomplish this for the public hospital re- 
quires a staff not only technically conversant with 
civil service procedures but acquainted somewhat 
with and wholly sympathetic to the best in mod- 
ern hospital practice; able to administer a selec- 
tive process that will offer qualified persons a 
public hospital career and competent at the same 
time to look at its own methods and to evaluate 
its work. 

Service Ratings Vital 


One of the best methods for preserving compe- 
tent personnel and for rewarding good work with 
advancement to greater responsibility is the main- 
tenance of service ratings for individual em- 
ployees. Such a system has been placed in oper- 
ation by our State Department of Institutions and 
Agencies in cooperation with the State Civil Serv- 
ice Commission. The primary purpose of auch 
service ratings is to provide both organizations 
with a clear, concise and continuing picture of the 
individual employee and his performance on the 
job. 

Through service ratings conscientiously made 
at periodic intervals it is possible to appraise 
the individual strengths and weaknesses of em- 
ployees and thus provide the basis for construc- 
tive supervision aimed at increasing employee ef- 
ficiency. Rating will indicate both personal and 
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job difficulties and focus attention on the areas 
which require both general and specific training, 


Successive ratings by their cumulative effect 
make it possible to determine the line along which 
the individual employee is developing or failing 
to develop, and whether he has become static in 
his value to the Department. 


Ratings Conserve Morale 


Service ratings can provide one of the best de- 
vices by which to build morale. Properly handled, 
they provide the means by which the employee 
knows what his supervisor thinks of the em- 
ployee’s work, and enable the employee and su- 
pervisor to reach a mutual understanding of their 
relative responsibilities to each other and to their 
jobs. 


Service ratings, when developed in the form of 
a permanent record, provide a valuable basis for 
considering and effecting promotions, demotions, 
discharges, or other change of employment status, 
and for appraising past performance when em- 
ployees are transferred from one supervisor to 
another. 


It must be emphasized, however, that a system 
of service rating cannot be substituted for super- 
vision. Service rating indicates the need for su- 
pervision and points out the individual elements 
of an employee’s performance which should re- 
ceive specific attention in the course of the super- 
visory process. 


Hospital Changes Recorded 


Coincident with a changing concept of civil 
service, there has been a parallel movement in 
the hospital field which has greatly widened the 
scope of the hospital and increased its service to 
the public. Part of this development has been 
due to the nation-wide emphasis on public health 
through surveys of hospital resources and through 
inquiries as to the effect of economic stress upon 
the health of the country and upon the means 
available for service to the public’s health re- 
quirements. , 


Quite aside from this, a radical transformation 
has been brought about in the hospital, both pub- 
lic and voluntary, by advances in medicine and 
surgery, necessitating the use of apparatus too 
complicated and expensive for use anywhere but 
in an institution. There has been a growing pro- 
portion of medical service being transferred from 
the home to the hospital. The increased use of 
the hospital and the clinic has been hastened by 
the growth of cities, the concentration of popu- 
lations within limited areas, the use of automo- 
biles and the multiplication of apartments. 
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Clinics Used More Widely 


Along with these factors, the emphasis placed 
by public clinics and social agencies on early recog- 
nition and diagnosis of physical and mental ills 
and their treatment has augmented the use of hos- 
pitals and clinics, particularly the public institu- 
tions. 

On the financial side, these changes have re- 
quired large additional investment for buildings 
and equipment. On the side of organization they 
have required extensive machinery and many 
technically trained persons to perform numerous 
special duties. Specialization has increased among 
physicians and increased number of technical per- 
sonnel to aid medical specialists have been re- 
quired. The elaboration of equipment and spe- 
cialized personnel has had to have exceptionally 
good organization for the best results. 


Hospital Administration Affected 


Hospital administrators and, indeed, the entire 
personnel of the public hospital have been affected 
by these changes and have actively participated 
in bringing them about. With complete care of 
the individual according to his needs now the aim 
of the modern institution, the necessity has 
arisen for the public hospital to take care of large 
numbers in the lowest income group of the people. 


While the tasks of the personnel of the public 
hospital are still primarily medical and surgical, 
they are built on the basis of other services and 
the three primary elements going into the man- 
agement of the institution, namely, the art of 
healing, the technique of running a business and 
the practice of social work are likely to be so in- 
termingled that it is difficult to see where one area 
ceases and another begins. 


Business Problems Greater 


On the business side, the problem of food buy- 
ing, storage, checking, and serving has, through 
its relation to the science of dietetics, distinct 
medical connotations, while the efficient operation 
of heating and power plants and of laundries are 
just as important to the medical side of the hos- 
pital as to the business administration. 


In the same manner, the keeping of the detailed 


financial records of the hospitals, the management 
of professional, business, skilled and unskilled em- 
ployees, the appointments to the medical staff, 
Supervision and promotion of medical staff, in- 
terns and nurses, the employment of technical 
clinical workers and the proper keeping and su- 
pervising of medical records not only give wide 
scope for the employment of medical and admin- 
istrative talents but offer many opportunities to 
the ambitious worker to familiarize himself with 
all branches of hospital administration. 
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Hospitals and Public Health 


The relations between the public hospital and 
public health work has opened another area for 
the utilization of the career worker in public 
service. The functions of public health workers 
and public hospital employees overlap and public 
hospitals readily become a center of public health 
work generally. It has been so in the fight on 
tuberculosis, in the sphere of mental hygiene and 
in the field of venereal disease control. Other ex- 
amples will spring readily to mind, particularly 
during the past decade when the facilities of the 
public hospital have been called upon to stem and 
repair many of the ravages to health and welfare 
occasioned by the prolonged economic depression. 


Social Work Important 


In another sector of its activities, the work of 
the public hospital impinges directly upon the 
community at large through the hospital’s social 
service work. Whether the hospital has a for- 
mally organized social service department or not, 
the institution must engage in this activity and 
is usually in daily contact with the community 
through work among out-patients and in its rela- 
tions with private and public social agencies. In 
this field the public hospital and the social agen- 
cies really implement each other and form two 
branches of a service designed to obtain the same 
result—the cure of the patient and his restoration 
to the community. 


Very often the process of returning a patient 
from a public institution to the community after 
a process of rehabilitation requires just as much 
skill as the curative regimen within the institu- 
tion. The increasing recognition given to social 
work as a real element in the restoration process 
has opened many positions for trained social work- 
ers in public hospitals, both supervisory personnel 
and field staff. Their work is not only im- 
portant in itself but frequently the entire institu- 
tion is judged by what the public sees of the abil- 
ities and methods of the hospital social service 
department. 


Complex Problem Arises 


The increasing complexity of the hospital, the 
trend towards the creation of medical centers, the 
emphasis on higher standards in voluntary hos- 
pitals and the selection of personnel for public 
hospitals on the basis of objective merit systems 
have had a direct bearing on the type of employee 
sought by the institution. The effect of these 
measures which have qualified hospital work has 
been increased in recent years by the surveys of 
hospital services and costs of the institutions and 
by attempts to evaluate the efficacy of the hospital 
in the national health picture. 
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Consequently, there has been a growing demand 
for workers trained technically in the art of hos- 
pital management. It has been the experience in 
the past that there have been four groups from 
which hospital superintendents had been almost 
invariably selected. These groups have been phy- 
sicians, nurses, businessmen or technically trained 
men such as engineers, and lastly, men or women 
experienced in some special branch of department 
of hospital work. 


Training Needs Apparent 


It is quite probable that the last-named group 
of persons experienced or trained in hospital work 
will take over the management of our hospitals at 
a growing rate in future years. Typical of this 
tendency are the extensive courses in hospital 
management being offered in our colleges with 
more complete courses offered by a few of those 
institutions of learning. Typical also of the future 
is evidence that hospitals are appointing admin- 
istrative interns from among the trainees in such 
courses just as the medical side of the institutions 
select medical interns from among graduates of 
schools of medicine. The American College of 
Hospital Administrators itself has said that hos- 
pital administration is a special profession and 
demands some form of specialized preparation. 


But desirable as such courses are, they must of 
necessity be geared in with the actual work of 
running the hospital’s affairs, for education in 
hospital management requires training in a prac- 
tical art with the emphasis on business manage- 
ment rather than medical treatment. Such prac- 
tical training will be the basis for the hospital 
worker just as it is in other lines of endeavor. 


Knowledge of Techniques 


Training in all the techniques of hospital man- 
agement is very likely not necessary, but cer- 
tainly, there is desirable a knowledge of such chief 
techniques as personnel, accounting and statistics 
with some familiarity with public health studies, 
social science, dietetics and enough of engineering 
to discuss with some familiarity the ordinary en- 
gineering problems likely to be met with in the 
operation of the institution. 


More extended courses in hospital management 
would deal with fundamental tasks of adminis- 
tration, stressing the degree of supervision and 
cooperation required between the various depart- 
ments of the hospital in order to secure efficiency 
of operation. Knowledge must be furnished of 
medical public health problems and the community 
functions of the hospital and the clinic, together 
with a history of the development of the hospital 
and a study of its organization and management. 
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Valuable to the person who wishes to make hos- 
pital management his life work are the under- 
graduate and graduate courses with in-service as 
well as class work so that competent workers can 
follow a hospital career with some degree of tech- 
nical preparation. 


Management in its broadest sense, however, 
whether of public hospital or private enterprise, 
embraces much more than technical proficiency. 
It comprehends the giving of direction to activ- 
ity, evaluation of work done, discovery of re- 
sponsibilities that can be delegated, the spotting 
of neglected duties, the securing of greater effi- 
ciency and the effective coordination and plan- 
ning. More particularly, it involves getting the 
right person for the job to be done, a proper allo- 
cation of work and the scheduling of duties, the 
evaluation of subordinates and the maintenance of 
discipline and morale. 


Encourage Career Workers 


It is too much to expect that everyone who 
enters the service of a public hospital will become 
the administrator of a public hospital. It is not 
too much to expect, however, that the trained 
worker, anxious to make a career in public hos- 
pital work shall have a chance to realize his best 
efforts by the full cooperation of the hospital 
with the agency administering the civil service 
system so that the worker may be assured that 
his professional and technical abilities are being 
intelligently considered and realistically weighed. 


The administration of public personnel must 
be recognized as a high technical field in which 
hospital and welfare workers cooperate as spe- 
cialists in their respective fields. If competent 
personnel selection and promotion is to be main- 
tained, it is important that the separate functions 
of personnel worker and hospital technician be 
kept in mind and that each group respect the 
other’s viewpoint. 


In summary, it appears that in the case of pub- 
lic hospitals the civil service systems acting as 
personnel agents for the institutions are in an 
extremely favorable position to influence the selec- 
tion of employees and to be influenced in turn by 
present-day practices in hospital management. The 
public hospital will have to be an agency to indi- 
cate the standards which it wishes to maintain 
while the civil service administration must be the 
medium through which those standards are sup- 
plied and through which they are integrated with 
the general policies covering the operation of the 
merit system generally, to the end that the public 
hospital will be a factor for community better- 
ment and continue to merit the confidence of the 
public which it serves. 


HOSPITALS 

















Centralized Control of Governmental Hospitals 


WILLIAM L. COFFEY 


have long been associated in the public mind. 

This is extremely unfortunate, but it is too 
true. The administrative branch of government 
has been under continued attack by business lead- 
ers and business organizations. Much of the 
criticism is justified—some of it unjustified. The 
present emergency calling for immediate and hur- 
ried rearmament, together with the demands of 
the lease-lend program necessitating the elimi- 
nation of many of the governmental controls, has 
not helped to clear this thinking. 


It is claimed by some of these critics that the 
experience and practice of successful business 
finds no place in the public service; that patron- 
age, preference, and politics dominate the admin- 
istrative branches of government; that we in the 
public service do not progress, we just trust to 
muddling through. I feel that the government of 
a city or the administration of public hospitals 
and institutions reflects the quality and the con- 
science of the citizens making up that commu- 
nity. Good government and good administration 
can be had if the people living in the community 
are willing to pay the price that will insure good 
government. The privilege of universal fran- 
chise is closely linked with obligations, responsi- 
bilities, and duties. If the public neglects these 
duties, if it does not understand the job of the 
public institution, then the public administrator 
has been lax in his public relations. 


Pave service extravagance and inefficiency 


Administrating a Governmental Hospital 


The job of the public administrator is not simple, 
as many a successful business executive has found 
as he has invaded this field of action. America 
and Americans insist on remaining a democracy, 
and this does present problems in management. 
The board of directors, the elected or the ap- 
pointed boards of control that hospital superin- 
tendents know in the public service, have, in too 
many instances, only a temporary, primary in- 
terest in the well-being of the community or hos- 
pital. The stockholders, made up of taxpayers on 
the one hand and beneficiaries of the hospital or 
community services on the other, obviously have 
divergent interests, which again does not simplify 
or make easy the adminstration of public hospi- 
tals or institutions. 
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Panorama of Community Service Unfolds 


As the public administrator studies the field of 
hospital service, as he reviews the interests and 
responsibilities of the community, and as he at- 
tempts to look into the future, the panorama un- 
folds. He sees his community suffering the re- 
sults of a severe depression, extending back over 
a period of approximately ten years, during which 
period an ever increasing demand was made by 
and on the community for every type of service 
embraced in a welfare program. He knows, too, 
that in attempting to meet these responsibilities 
and obligations, his community felt compelled to 
borrow, to bond the future. 


As he looks beyond to the next level of govern- 
ment, the state, from which his community has 
possibly had financial assistance in some of the 
community services or activities, he sees not only 
an increase in existent taxes, but new forms of 
taxation, some resulting from activities that will 
not be eliminated. They are and will be almost 
fixed charges. State participation in the categor- 
ical aids will continue and possibly increase with 
the liberalization of that program. The Federal 
aids to states and, in turn, to the communities 
for unemployment relief during the depression 
years have kept the Federal budget out of bal- 
ance. The administrator knows, too, that Amer- 
ica’s efforts in defense and the demands of the 
lease-lend program, which is just in its inception, 
will increase Federal obligations to unimaginable 
totals, and while hospitals have not participated 
in any Federal aids, at the same time the hospital 
shares the community tax dollar. If Federal or 
state aids are not available to the extent we have 
known in the past, then the hospital will not in 
the future have as large a share of the community 
tax dollar. 


New Problems of the Administrator 


Today, the administrator sees a lessening in 
demand for services in public hospitals, institu- 
tions, and departments, this because of increased 
employment, because of unusual prosperity; he 
is conscious that the country is going through an 
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inflationary period, that everything required in 
the operation of a hospital has increased in price. 
He finds his hospital competing with industry for 
workers. He has been, or will be, asked to increase 
wages. He knows that there has, or will be, a 
demand for shorter hours and improved working 
conditions. His operating costs are on the move 
upward. This increased cost in operation may off- 
set the anticipated reduction in hospital expendi- 
tures because of the lessened demand for hospital 
and welfare services. 


What does the future promise? What can 
he expect with the passing of the present emer- 
gency? What will result when America passes 
from a war-time to a peace-time economy? Many 
economists believe we will see the most serious 
depression that America has known. Already the 
Board of Governors of the Federal Reserve Sys- 
tem has planned economic preparedness for the 
post-defense period. The National Resources 
Board is planning to cushion the shock, to guard 
against economic and social chaos. The public 
executive faces a challenging emergency ahead. 
What are our plans and what is our program? 


The Administrator Plans Ahead 


It would seem that our only course would be to 
streamline our endeavors. We must practice every 
real economy. We should decide whether a cen- 
tralized system of control and organization will 
give the greatest assurance of the desired results, 
or whether a decentralized plan will make more 
sure this objective. We have seen a definite trend 
toward centralization of authority in the welfare 
laws of the states and cities in the last ten years. 
We have seen administrative boards replaced by 
advisory and policy determining boards. We have 
seen the legislative brand of government leave 
the field of administration. The demand that gov- 
ernment follow or adopt the technique and prac- 
tices of successful business has had its effect. 
Authorities have been set up and responsibility 
fixed. The administrative branch of the public 
service is being brought into sharper focus. 


Centralization of Authority on County or 
City Level 


I have elected in this paper to discuss the cen- 
tralization of authority and organization on the 
county or city level. I believe it is generally ac- 
cepted that the larger organization permits of 
more complete and better organization, that it 
effects more and better controls, better qualified 
department heads, and that central organization 
eliminates duplication of services and depart- 
mental over-staffing. 


There, too, are definite social advantages in the 
centralization of authority and organization. The 
ward or patient of the community can be admitted 
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and moved through the hospitals and departments 
without the discouraging delays that are occa- 
sioned in many instances where authorities are 
crossed. A single policy for all departments sim- 
plifies procedure and assures better service to the 
patient and to the community. There are claimed 
disadvantages to centralization of activities in 
any field. I do not believe, however, that the 
claimed disadvantages are inherent to centralized 
organization or control. 


I do not think that any plan of control or or- 
ganization can be fashioned to fit, without change, 
the communities represented at this conference. 
Community structure and community responsi- 
bilities differ; the same is true of laws and char- 
ters of municipalities. Some states operate spe- 
cial hospitals. In other parts of the country these 
special hospitals are part of the community pro- 
gram but subsidized in part by the state. I think 
that the possibilities, the advantages and the possi- 
ble disadvantages of centralized control and organ- 
ization can be best appraised by presenting one 
community’s effort in this direction. 


Milwaukee County Plan 


Milwaukee County planned better than it knew, 
for while its institutions, as they developed, were 
placed under independent authorities, their loca- 
tions were centralized. In the beginning there 
were six separate boards. This decentralized plan 
was continued until 1915 when the institutions 
were placed under a full-time administrative 
board. The disadvantages of this plan of opera- 
tion were soon realized and it was superseded in 
1921 by a manager plan with a board of trustees. 
This board, however, had administrative powers. 
Influenced by the national trend, legislation was 
sponsored, recently, providing for a director and 
a board of public welfare. This board is advisory 
and policy determining only. 


The administration of the institutions and de- 
partments is vested in the director and through 
him in the superintendents of the hospitals and 
institutions and the heads of departments. The 
organization is staffed by persons who have qual- 
ified for appointment through the merit system. 
The entire organization from the director to the 
lowest position in the service is under civil serv- 
ice. The director is appointed by the boara of 
public welfare. The superintendents and the de- 
partment heads are appointed by the directors, 
subject, however, to the approval of the board of 
public welfare. The staffs of the respective units 
are selected by the department heads, subject to 
the approval of the director. The superintendent 
of a unit is held accountable for its operation and 
development in the field of medicine or welfare 
that it services. The greatest latitude is per- 
mitted a department head to exhaust the possibil- 
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ity of service in his field, all, of course, within 
pudget limitation. 


So that you may visualize our setting, we are 
located on a campus of 1200 acres of the out- 
skirts of the city of Milwaukee. The grouping is 
made up of a general hospital, two institutions for 
the care of the mentally ill, a tuberculosis sana- 
torium, a home for children, an institution for the 
care of the infirm, an administration building and 
quarters for the various service departments. 
There are located in the city of Milwaukee the 
department of public assistance, the dispensary- 
emergency unit, and the guidance clinic. The ad- 
ministration building houses the administration 
offices and warehouses and the institutions stores. 
Here goods are received, checked, processed when 
necessary, and then delivered to the institutions 
and departments in the group. 


Work of the Administration Office 


The accounting for all of the institutions and 
departments is done in the administration office. 
Here, too, budgets are prepared from experience 
figures and those influencing factors that affect 
operating costs. Heads of departments, however, 
submit requests when, in their opinion, experience 
figures will not serve as a true guide. They, too, 
submit requests for appropriations for new serv- 
ices and new equipment. The budgeting for a 


group of institutions and departments can be fig- 
ured more closely in that the demand for service 
in one department can be discounted by a possible 
decline of demand for service in another. 


Centralized Accounting 


Centralized accounting has a number of advan- 
tages. It permits uniformity of treatment of sim- 
ilar types of costs at the various institutions re- 
sulting in a constant comparison of the cost of 
similar functions. This quickly indicates devia- 
tions and trends. Situations requiring special 
attention are thus flagged early so that appro- 
priate action may be taken by management. 
Large volume also permits the use of specialized 
personnel and equipment resulting in the prompt 
discovery of factors tending to influence future 
costs. 


In a group of coordinated institutions the cen- 
tralized accounting department becomes a valu- 
able tool of management. The services of this 
unit are available to the director or to any depart- 
ment head. While centralization reduces total 
personnel required to maintain records it also per- 
mits a staff adequate to efficiently conduct an- 
alyses and special studies. The flexibility of the 
entire organization is reflected in the flexibility of 
the scheme of finance and budget control. As a 
lessening in the demand of one service occurs 
funds can easily be shifted for more advantageous 


October, 1941 


use to another service which has become more 
urgent. Centralization also fosters better internal 
audit, control of inventories, and a check of waste 
and fraud. 

Personnel Department 


The personnel director and the department 
heads study the personnel needs and departmental 
organization and direct all in-service training pro- 
grams. The personnel division arranges for the 
movement of trained personnel from inactive to 
active services, insuring the continuation of per- 
sonnel who have been trained in the service and 
thereby eliminating the expense of labor turnover. 
Central personnel records make available to all 
institutions a knowledge of the skills of all em- 
ployees in the institutions service and permit the 
use of special skills wherever necessary. The value 
of the personnel division becomes increasingly ob- 
vious as labor shortage develops and as workers 
organize and employment problems multiply and 
complicate. 

Purchasing Division 


The division of purchases is not large. Many 
of the purchases are for standard items on which 
specifications can be written completely describ- 
ing the item to be purchased and in which the 
specification places all bidders on the same basis. 
Whenever technical or practical advice on a pur- 
chase is required, those persons in the organiza- 
tion having particular training or experience are 
called into consultation. In this way we gain the 
advantage of the opinion of experts who fre- 
quently are members of the using department. 
In our purchases, whenever feasible, the items 
are checked by our own laboratories. We also 
call upon commercial laboratories for service in 
checking. At the present time, in addition to pur- 
chasing for the institutions group, we buy for 
all other county departments. We buy in the 
markets of America. 


Responsibilities of Department Heads 


The supervising dietitian studies the dietary 
needs, food costs, and the preparation and use of 
food within the institutions. She assists in the 
purchasing of food supplies and carries out the 
continued training of the dietary staff, chefs, 
and cooks in the several departments. 


The medical laboratories of all the institutions 
are under the guidance of a chief pathologist. In 
this way the specialized training of any of the 
technicians is available for service in all of the 
institutions and departments. The radiologist at 
the general hospital acts as a consultant to all 
the other radiographic departments. 


The central and subsidiary power plants are 
under the direction of the administrative staff 
chief engineer. 





The construction superintendent directs major 
building changes and repairs..- 


Transportation service (including ambulance 
service, maintenance, and repair of all transpor- 
tation equipment) is the responsibility of a central 
garage. 

The laundry work is done in a central plant. 


Fire prevention and watchman service for all 
institutions are directed by an institution’s safety 
chief. 


The baking for the institutions is done in one 
institution. 


The farm supplies some of the food needs to 
the institutions and furnishes therapeutic occu- 
pation for many of the patients and inmates. 


All of the supervisory departments attached to 
the administration office operate on a consultant 
basis only. There is no conflict within the service 
because the superintendent or department head 
is in complete charge of his institutions or depart- 
ments. 


The services of the consultants are available and 
the superintendents learn to use them as we all 
learn to use labor saving devices. The service 
departments, such as laundry, garage, central 
heating, fire and police, and farm all contribute 
to the greater freedom of the superintendents and 
medical directors giving them more time to con- 
centrate on problems which are closely connected 
with the medical field. In all of this program we 
have been careful to fix responsibility so that 
everyone knows his job and can be held to account 
for performance. 


Determining the Eligibility for Service 


Eligibility for service from any one of the in- 
stitutions or departments is determined by a 
financial investigation based on a budget accepted 
by the public and private welfare agencies in the 
community. This investigation is made by the 
department of public assistance and in the case of 
an admission to a hospital is reviewed by the med- 
ical social service department which determines 
eligibility not only by financial status, but by the 
medical findings of the hospital and the effect of 
these medical findings on the social and financial 
status of the individual or family concerned. We 
definitely are not in competition with either pri- 
vate hospitals or private physicians in the com- 
munity. We do, however, admit patients who 
cannot pay private hosptial rates. 


The Collection Division 


We have a collection division, and we do prose- 
cute the client who is able to pay and does not pay. 


We also have a securities division which takes 
over by lien distressed or depressed assets of pa- 
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tients or clients. Those properties or equities are 
managed for the clients and liquidated when their 
value appreciates. Then the patient’s or client’s 
obligation to the county is discharged and the 
balance of the asset is returned to the owner, 
Judgment is always exercised in these decisions. 
They are not arbitrary but are gauged to fit the 
needs of the individual case. 


Units Located in the City Proper 


As I mentioned before, the dispensary-emer- 
gency unit, the department of public assistance, 
and the mental hygiene clinic are located in the 
heart of the city. The department of public as- 
sistance, in addition to providing out-door care 
for the charges of Milwaukee County, makes most 
of the investigations as to the financial eligibility 
of clients or patients for the several services. As 
many of those aided by this department apply for 
care in the institutions, their eligibility status can 
be had at any time, and inasmuch as the entire 
community is covered by workers in this depart- 
ment, hurried investigations as to eligibility are 
always available. 


Availability of All Specialties to the Patient 


When a patient is admitted to any one of the 
institutions, the services of all of the specialties 
of all of the departments are immediately avail- 
able. The patient can be moved from the general 
hospital to a special hospital without the red tape 
that involves the transfer where the hospitals 
operate under separate authorities. A patient 
entering the general hospital diagnosed as tuber- 
culous may be immediately transferred to Muir- 
dale Sanatorium, a tuberculosis unit. The mental 
patient who requires surgery can be moved to the 
general hospital. A patient on the mental ob- 
servation floor of the general hospital, who is 
badly disturbed, can be moved to the receiving 
unit of the mental hospital and put under the care 
that that unit provides. The non-medical institu- 
tions are given medical service by the resident 
staff of the general hospital. All of this elimi- 
nates special staffing of the units. All of the med- 
ical units have medical training programs. 


We conduct a school of nursing which has avail- 
able to it the training facilities of all of the in- 
stitutions. 


Based on our experience, we believe that in the 
fight against the social ills of the community— 
sickness, suffering, and want—the marshaling of 
the community welfare and hospital activities into 
one organization under centralized control offers 
the same advantages that are had by the well- 
organized, well-trained and officered army where 
every service is synchronized in its march to its 
objective, namely, greater assurance of advance 
and ultimate success at the least possible cost. 
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Blue Cross Plan News 


Prepared by the Hospital Service Plan Commission 


Office of Defense Health Endorses Blue Cross Plans 


Press Release From the Office of the Director of Defense Health and Welfare Services, 
Federal Security Agency, Washington, D. C. 


Mr. McNutt’s Letter 


Over his signature, Paul V. McNutt, Adminis- 
trator, Federal Security Agency, recently wrote 
the American Hospital Association the following 
letter : 


“ .. The Health and Medical Committee re- 
cently endorsed the principle of group payment 
plans for hospital service. The opening of the 
annual convention of the American Hospital As- 
sociation seems an appropriate time to make an 
announcement of the endorsement, and I am glad 
indeed to comply with your request to make pub- 
lic this recommendation. 


“T am authorizing the issuance of the enclosed 


press release to the newspapers.” 
Newspaper Release 


In order to protect the health and productive 
capacity of the Nation as well as to conserve 
American resources for defense activities, Fed- 
eral Security Administrator Paul V. McNutt said 
today that his Office of Defense Health and Wel- 
fare Services had endorsed and would encourage 
participation by employers and employees in 
group payment plans for hospital service. 


The Administrator’s endorsement is in line with 
recommendations made by the Office of Defense 
Health and Welfare Services’ Health and Medical 
Committee and its Subcommittee on Hospitals. The 
Health Committee is headed by Dr. Irvin Abell 
of Louisville, Kentucky, and includes the Surgeon 
General of Public Health, Surgeon General of the 
“4 S. Army, and the Surgeon General of the U. S. 

avy. 


Mr. McNutt said he would urge upon employers 
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to assume the maximum of responsibility in mak- 
ing hospital service and other community facili- 
ties available to their employees, as these plans 
combine the principles of private initiative and 
hospital service. 


Continuing, Mr. McNutt said: 


“The American Hospital Association is to 
be congratulated on the development of Blue 
Cross Plans, which enable 7,500,000 Americans 
to place hospital care in the family budget 
along with other necessities. The Associa- 
tion has not only encouraged professional and 
administrative standards of service which 
have made American hospitals the best in the 
world; it has also developed a method by 
which these services are made available to 
the American people. 


“The uncertainty of continued good health, 
and the importance of hospital care in the 
treatment of illness make it desirable for em- 
ployed workers and their dependents to place 
hospital care in the family budget along with 
other necessities. Without such planning, 
many employed persons are now compelled to 
forego necessary hospital care, or to obtain 
free service in tax-supported institutions. 


“One special feature of these Blue Cross 
Plans which makes them particularly desir- 
able for workers moving from one defense 
community to another is the arrangement for 
the transfer of paid-up subscribers from one 
area to another. All the flexibility possible 
should be encouraged so that the maximum 
protection to defense workers may be se- 
cured.” 





General Motors Executives and Blue Cross Plan Directors assembled in Detroit, September 19 


ture of the voluntary nonprofit hospital 

service plan movement was that made last 
month by the General Motors Corporation Presi- 
dent, C. E. Wilson, when he approved enrollment 
of General Motors employees of all plants located 
in areas now served by Blue Cross Plans through- 
out the country. Because of the size, importance, 
and national reputation of the Corporation, this 
is a real milestone in the history of the voluntary 
approach to the distribution of health services in 
this country. 


fi DECISION of major significance to the fu- 


“The action of General Motors removes volun- 
tary nonprofit hospital service plans from the con- 
fines of community or sectional activities and 
establishes them as a national movement,” stated 
John R. Mannix, Director of Michigan Hospital 
Service. 


“General Motors is the largest employer of labor 
in the United States, and its joining hands with 
the nonprofit hospital service plans,” said Mr. 
Mannix, “will undoubtedly have a great bearing 
on the future of the voluntary distribution of 
health services through the existing hospital sys- 
tem and private medical practice. 


“More and more employers are looking with 
favor on the Blue Cross Plans not only because of 
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the benefits which they and their employees de- 
rive, but because the Blue Cross Plans, in ful- 
filling their functions, do so in such a manner as 
to preserve the principle of individual freedom 
and self-help and the existing voluntary hospital 
system and private practice of medicine—the very 
foundations on which America has built the finest 
health standards the world has ever known.” 


Although General Motors employees have had 
a hospital and surgical benefit plan since July, 
1931, it did not provide protection for family 
dependents. It was therefore felt that the serv- 
ice contracts of Blue Cross-Plans would more sat- 
isfactorily meet the needs of the corporation’s 
275,000 employees and their 425,000 deepndents. 
Guaranteed income for hospitals and the medical 
profession from this great mass of people has 
significance as it applies to stabilization of revenue 
for these health service agencies. 


Directors of the twenty Blue Cross plans 
through which enrollment of General Motors em- 
ployees will be conducted met in Detroit on Fri- 
day, September 19, to discuss details of enroll- 
ment procedures with executives of the corpora- 
tion. At the meeting were B. D. Kunkle, vice 
president in charge of personnel; A. C. Anderson, 
comptroller, and R. N. Long, director of the In- 
surance Department, representing General Mo- 
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tors; also Directors of the Blue Cross Plans serv- 
ing Cleveland, Chicago, Cincinnati, Dayton, Buf- 
falo, Rochester, Syracuse, New York City, 
Youngstown, Toledo, Pittsburgh and the states of 
Michigan, New Jersey, Maryland, California, Wis- 
consin, Connecticut and Missouri. The Plan Di- 
rectors were luncheon guests of A. C. Anderson. 


Negotiations culminating in the approval by 
the General Motors Corporation of Blue Cross 
Plan protection for their employees were con- 
ducted over a period of several months by W. H. 
Lichty, enrollment director of Michigan Hospital 
Service. In Michigan, surgical service will be 
made available to employees through cooperation 
with Michigan Medical Service. In other areas 
where the plans now incorporate surgical benefits 
along with hospital service contracts, a similar 
combination service will be provided. Where sur- 
gical benefits are not now available, however, em- 
ployees will be permitted to enroll in the Blue 
Cross Plan for hospital care protection for them- 
selves and their families and may continue sur- 
gical care insurance under the present arrange- 
ment, if they so desire. 


At the conclusion of the Detroit meeting, Plan 
Directors in attendance presented John R. Man- 
nix with a traveling bag and W. Harold Lichty 
with a watch, as a gesture of appreciation from 
the entire field for the manner in which they had 
so successfully interpreted the principles of the 
voluntary nonprofit service plans to the nation’s 
leading employer of labor. 


Blue Cross Anniversary 


On October 28, the approved plans and all of 
the member hospitals will join in publicizing the 
‘accomplishment of the Blue Cross Plans, which 
will report as of that date the hospitalization of 
subscriber-patient number 2,000,000. 


To direct public attention to the magnitude of 
this achievement, there will be local celebrations 
in all important cities. Local plans and hospitals 
will use radio and newspapers to carry the story 
of Blue Cross Plans and their record of service 
to the American people. Arrangements are being 
made to have Dr. Basil C. MacLean, president of 
the American Hospital Association, address the 
Nation on the significance of the occasion. 


Coincident with the hospitalization of the two- 
millionth patient, the Blue Cross Plans will an- 
nounce a quarter-million babies born under the 
sign of the Blue Cross, the payment of subscrib- 
ers’ hospital bills to the total of $100,000,000.00, 
the saving to American industry of 1,000,000 
working days during the current year, and the 
enrollment of subscriber number 7,500,000. 


October, 1941 


By-Law Amendments Establish Hospital 
Service Plan Commission 


An important landmark in the development of 
Blue Cross Plans was accomplished through the 
passage of amendments to the By-Laws of the 
American Hospital Association on Monday, Sep- 
tember 15, 1941. 


Following the adoption of the by-laws, repre- 
sentatives of the approved hospital service plans 
which have financially contributed to the support 
of the Interim Hospital Service Plan Commission, 
elected a permanent Hospital Service Plan Com- 
mission of nine (9) members; also three (3) dele- 
gates and three (3) alternates to the House of 
Delegates of the American Hospital Association. 
Following their election the new Commission suc- 
ceeded to the rights and obligations of the In- 
terim Hospital Service Plan Commission which has 
served for the past six (6) months. The nine 
commissioners elected officers for the year 1942 
and drew lots for length of term, as follows: 


E. A. van Steenwyk, Chairman, Executive Director of 
Associated Hospital Service of Philadelphia (2 years) 

John R. Mannix, Vice-Chairman, Director of Michigan 
Hospital Service, Detroit (2 years) 

George Putnam, Treasurer, President, Massachusetts 
Hospital Service, Boston (2, years) 

Benjamin W. Black, M.D., Medical Director, Alameda 
County Institutions, Oakland, California (1 year) 

John A. Connor, President, Central Hospital Service, 
Columbus, Ohio (3 years) 

S. S. Goldwater, M.D., President, Associated Hospital 
Service of New York (1 year) 

F. Stanley Howe, Administrator, Orange Memorial 
Hospital, Orange, New Jersey (3 years) 

Herman Smith, M.D., Superintendent, Michael Reese 
Hospital and Dispensary, Chicago (3 years) 

Peter D. Ward, M.D., Administrator, Charles T. Miller 
Hospital, St. Paul, Minnesota (1 year) 


C. Rufus Rorem was elected director of the Hos- 
pital Service Plan Commission, and will also serve 
as its secretary. 


The delegates and alternates to the House of 
Delegates of the American Hospital Association 
were elected, as follows: 


Delegate Three-Year Term—J. D. Colman, Executive 
Director, Associated Hospital Service of Baltimore, Inc. 

Alternate Delegate Three-Year Term—Ed S. Moore, 
Manager, Hospital Service Corporation of Alabama. 

Delegate Two-Year Term—Carl M. Metzger, Executive 
Director, Hospital Service Corporation of Western New 
York. 

Alternate Delegate Two-Year Term—A. S. Leach, 
President, Manitoba Hospital Service Association. 

Delegate One-Year Term—M. Haskins Coleman, Jr., 
Executive Director, Richmond Hospital Service Associa- 
tion. , 


Alternate Delegate One-Year Term—Robert J. Marsh, 
Jr., Executive Director, Huntington Hospital Service, Inc. 
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Digest of Convention Speeches 
The Present Status of Blue Cross Plans 


C. Rufus Rorem, Director 
Hospital Service Plan Commission 


Four years ago, in this building, I reported to 
the American Hospital Association that thirty-five 
nonprofit hospital service plans had enrolled 
1,000,000 subscribers. Today, the enrollment ex- 
ceeds 7,500,000 for the nonprofit plans approved 
by the American Hospital Association and identi- 
fied by the seal of the Association superimposed 
upon a Blue Cross. By November 1, the approved 
Blue Cross Plans will have paid approximately 
$100,000,000 for two million hospitalized sub- 
scribers, and there will have been 250,000 babies 
born under the Blue Cross. 


The 7,500,000 participants represent the em- 
ployees of approximately 125,000 firms, large and 
small, distributed throughout the entire nation. 
The twenty-eight states with approved Blue Cross 
Plans represent more than eighty per cent of the 
American population, and negotiations are already 
under way to bring this total to ninety per cent 
shortly after the first of the year. 


a 
Business Welcomes the Blue Cross Plans 


Philip C. Staples, President 
Bell Telephone Co. of Philadelphia 


We think that security is just about the biggest 
word in the lexicon of working people’s thinking. 


When the Blue Cross Plans were set up in our 
territory, we naturally brought them to the at- 
tention of our employees. 


By last month, 47 per cent of our eligible em- 
ployees had joined the plans—51 per cent of them 
men, 44 per cent of them women. 


Less than 1 per cent of those who joined had, 
while in our service, abandoned their Blue Cross 
protection. 


Taking the Bell system nation-wide, we find 
that upwards of 170,000 employees and members 
of their families are covered. 


The Secretary of our Benefit Committee tells 
me that a very high percentage of our employees 
who come out of semi-private-room hospitalization 
under their Blue Cross Plan—with practically 
nothing owing, maybe only a charge for a tele- 
phone call or something equally inconsequential— 
have only cheers for the Plan. The legendary 
gripes about this or that element of hospital at- 
tention seem to diminish rather than increase as 
people pay rather than ride free. 


To my mind the Blue Gross idea fits perfectly 
into a pattern which sensible people should try 
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everlastingly to shape for themselves, and which 
employers should strongly encourage, as long as 
Security means what I know it to mean to all. 
~~. —- 
Hospital Care Insurance and Hospital 
Financing 
Abraham Oseroff, Director 
Montefiore Hospital, Pittsburgh 


A discussion of the place which hospital service 
plans occupy in the realm of hospital financing 
immediately brings forward as a primary con- 
sideration the fundamental relationship between 
such plans and their member hospitals. 


If the term “nonprofit hospital service plan” is 
to carry the meaning originally intended, its in- 
terpretation must imply first, a program which 
emphasizes, beyond all other factors, the delivery 
of an essential service in time of need, and sec- 
ondly, in order to effect this program, an intimate 
and close integration between such plans and vol- 
untary hospitals, which, legally are corporations 
of a similar type. The hospital service plan aims 
to provide an economic equation through which 
the hospital may deliver hospital service without 
undue economic burden to the recipient of such 
service. 


While hospitals may rightfully expect efficient 
and sound operation on the part of a plan, the 
plan, in turn, may rightfully expect the hospital 
to be more than a silent partner in this undertak- 
ing for the control of proper utilization by sub- 
scriber patients. It is to the ultimate practical 
benefit of hospital service plans, that their sub- 
scribers receive hospital care as needed and war- 
ranted. It should, however, be a readily accepted 
responsibility of the hospital, and through the 
administration and control of the hospital, of the 
medical staff serving in that hospital, to see to it 
that admissions are warranted by diagnosis and 
that the length of stay is warranted by the con- 
dition of the patient. It should lie within the 
realm of hospital responsibility to develop con- 
trols against abuse of special services by doctors 
and plan patients. If these points of control will 
be accepted as the responsibility of the hospital 
and its medical staff—if they will be maintained 
by the hospital in continuity, there need be no 
fear of an all inclusive subscriber’s contract. There 
need be no fear of any threat to the fiscal sound- 
ness of our hospital service plans. The key lies 
altogether in the hands of hospital administra- 
tion, hospital trustees and medical staffs. 


The paper by Dr. Malcolm T. MacEachern may 
be found elsewhere in this issue of HOSPITALS. 


All four papers have been printed in booklet 
form and are available. 
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record: it may be required for clinical pur- 

poses and when series of roentgenographic ex- 
aminations are made, for comparison in the rou- 
tine of practice and consultation or it may be 
required for purposes of education, including 
reproduction to be used as an illustration in a 
publication. 

The filing of roentgenograms in such a manner 
that the individual roentgenogram or set of 
roentgenograms is quickly and conveniently acces- 
sible for any of the purposes for which it or they 
may be required has created a problem which is 
the important concern of the roentgenologists and 
the administrative officers alike in hospitals, 
clinics, and medical institutions of every type. The 
responsibility for the maintenance of the file has 
rested largely on the roentgenologist. The pro- 
vision of equipment and the floor space to accom- 
modate this has been the responsibility of the 
administrative officer in the majority of institu- 
tions. The costs of the maintenance of the file 
have been charged against the roentgenologic 
department, in almost all cases. 


Increased Volume of Roentgenographic Files 
Creates Storage Problems 


Te roentgenogram has a dual interest as a 


With new uses for roentgenologic methods in 
diagnosis being developed and with elaboration of 
earlier ways of utilizing the roentgenogram, there 
has been an ever increasing volume in roentgeno- 
graphic files. In many institutions, it has been 
impossible to provide accommodation for the files 
in the roentgenologic department. Where this has 
occurred, storage facilities at distances more or 
less remote from the roentgenologic department 
have been necessarily arranged. This imposes an 
added demand on the time and effort of the non- 
professional personnel and again adds to the costs 
of administration. 


Roentgenograms Divided into Two Groups 


In my own experience, the practical solution of 
the problem commenced with an agreement of all 
concerned with regard to the comparative value 
of the individual roentgenogram or set of roent- 
genograms and the segregation of these roentgen- 
ograms or sets of roentgenograms into two groups, 
those on which the reports were positive and signi- 
fied a permanent interest as a clinical record or as 
material for educational purposes, and those in 
Which the reports were frankly negative or “essen- 
tially negative.” The “essentially negative” group 
included all the roentgenograms in which the re- 
ports were of no clinical significance as an etio- 
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logic factor at the time of examination of the 
patient concerned: developmental anomalies or 
frequently observed slight aberrations from the 
normal in the development of the skeletal struc- 
tures, residues of ancient lesions, seen as distor- 
tions of the form or changes in the densities of the 
soft tissue structures largely, and changes at- 
tributable to the degenerative changes associated 
with senescence often were revealed on the films. 
Some roentgenograms of this “essentially nega- 
tive” group gave promise of a future value as 
educational material; others were of value in mak- 
ing of the diagnosis, but their value largely ended 
with dismissal of the patient. 

Several methods of accomplishing this segrega- 
tion into two groups were tried in two decades and 
the best method proved to be that of placing the 
responsibility for the evaluation of the individual 
roentgenograms or set of roentgenograms on the 
roentgenologic consultant. At the time the roent- 
genograms were interpreted and the roentgeno- 
logic diagnosis was made, the consultant in- 
structed the filing clerks into which category the 
roentgenogram or set of roentgenograms was to 
be placed. This was most easily accomplished by 
having an “X” appended to the roentgenologic 
report when the report was positive and the code 
symbol “19” when the report was negative or 
essentially negative. 

Before the roentgenograms were segregated 
strictly into these two groups and the present 
method of indicating the group was used, those 
with positive reports were transferred at the 
close of each year to a storage facility remote 
from the roentgenologic department and filed into 
numerical sequence with those made in prior 
years. This filing into numerical sequence was 
time-consuming and imposed an appreciable de- 
mand on the time and effort of the nonprofes- 
sional personnel. For this reason for a time the 
roentgenograms of the “essentially negative” 
group were segregated at the close of each year 
and transferred to this remote storage facility ; 
each year the roentgenograms were filed by years 
in numerical sequence, and retained there for a 
period considered sufficient to meet all require- 
ments. Practical experience with this procedure 
suggested that it might be still more advantageous 
to have only two categories and to accomplish 
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Fig. 1 Reproductions of roentgenograms; a, identify- 
ing registration number; b, date on which roentgeno- 
gram was made; c, sequence number on individual roll 


this it was decided to file the roentgenographic 
sets on which the reports were “essentially nega- 
tive” with those on which the reports were frankly 
negative. 

Filing Procedure 


For many years the roentgenograms on which 
the reports were negative were retained in the 
file in the roentgenologic department for only sixty 


days. After the lapse of this period, the roent- 
genograms made in the most distant month were 
transferred to a remote storage facility, and were 
retained there. Those for each month were kept 
in numerical sequence. With guide cards inserted 
to distinguish the different months, the roentgeno- 
grams were held there as long as the available 
space would allow and they were conveniently 
accessible. When necessity demanded, the roent- 
genographic sets of a single month or of several 
months could be automatically discarded, without 
the need of any effort from a roentgenologist and 
with the minimal possibility of prejudice of the 
interests of the patient or of the clinical or educa- 
tional interests. Conversely, later when it was 
considered expedient to retain these roentgeno- 
grams over a longer period than the filing space 
permitted, these files afforded accurate and con- 
crete evidence of the space required to care for 
the roentgenograms made in any given period. 
This arrangement provided for stabilization of 
the storage requirements for the roentgenograms 
in this category and at the same time it afforded 
an elasticity in the period for which the roent- 
genograms were to be retained when necessity 
demanded. Analyses of the reports involved in 
the working out of these arrangements and a 
study of the statistical data compiled in the rou- 
tine administration of the department showed 
that approximately 80 per cent of all the roent- 
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genograms made could be segregated into the 
negative and “essentially negative” group. 

Although an arrangement such as that outlined 
materially lessened the demand for storage facili- 
ties for the roentgenograms on which the reports 
were positive and of definite clinical or other inter- 
est, in time these became the major problem. In 
my own experience the roentgenograms in this 
category were transferred after the close of each 
year to a vault especially designed and built for 
the purpose, and located in the basement of the 
building which houses the roentgenologic depart- 
ment. The file in this vault was maintained in a 
single numerical sequence. The vault was adja- 
cent to a room in which the general histories and 
records of patients were filed. The automatic 
carrier system and the elevator used to deliver 
roentgenograms and records to all floors devoted 
to clinical purposes were conveniently accessible 
from this vault. 

Anticipating the exhaustion of the capacity of 
this vault and cognizant of the efficiency of results 
that had been attained in the reproduction of 
newspapers, periodicals, books and all manner of 
records on films of millimetric dimensions and 
subsequent study of these with the aid of a micro- 
film reader, efforts were made to have reproduc- 
tions of roentgenograms made that could be used 
in a similar manner. The sum of my experience 
was that this could not be done satisfactorily with 
the equipment available and under the conditions 
existing in the majority of institutions. Success 
came with the finding of an organization engaged 
in the making of moving pictures for commercial 
purposes. This organization possessed the plant 
and equipment and had the experience necessary 
for satisfactory results. These essentials proved 
on investigation to be beyond the means of even 
the larger institutions. 

The quality of the roentgenographic image 
attained in the miniatures in a small group of 


Fig. 2 Reproductions in file; tray holding approximately 
250 reproductions or sets of reproductions; individual 
miniature and envelope in which it is filed 
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roentgenograms sent to this organization for ex- 
perimental and educational purposes encouraged 
an arrangement to have a larger number of roent- 
genograms reproduced. Reproduction of roent- 
genograms in such miniatures apparently had not 
peen done by any commercial organization before. 
Experience had proved that roentgenograms 
which had been in file for more than five years 
seldom were wanted for clinical or consultation 
purposes. They were wanted largely for study or 
to be reproduced in a form suitable for any one of 
the various educational purposes for which they 
might be required, or to be used as illustrations in 
publications. It was thought that if a reproduc- 
tion could be secured that for all practical pur- 
poses would be adequate to meet any and all of 
these purposes, reproductions might be made of 
the roentgenograms worthy of permanent reten- 
tion after they had been in file for this period and 
this procedure might offer a very simple solution 
of this most disturbing problem of filing space. 

The deciding factor, after the utility of the 
reproduction was established, was the cost of the 
procedure. Accurate and reliable information on 
this could be secured only by practical demonstra- 
tion. It happened in my own experience that a 
group of roentgenograms made on films of highly 
inflammable base were segregated in a separate 
storage facility. All of these roentgenograms had 
been in file for more than ten years. The file had 
originally included the roentgenograms on which 
the reports were positive and of clinical or other 
import and the roentgenograms on which the re- 
ports were “essentially negative.” Some of the 
latter had been discarded previously, but enough 
of these remained to make this an ideal group for 
demontration purposes. The file more nearly rep- 
resented that of the average hospital or other 
large medical institutions than any other that was 
available. The preponderant interest of this ma- 
terial was the value it had for educational pur- 
poses ; the roentgenograms in this file were almost 
never requested for clinical or consultation pur- 
poses. 


The Preparation of Roentgenograms for 
Reproduction 


One member of the professional personnel who 
had the basic training, the knowledge and the 
experience necessary reviewed the roentgeno- 
grams in this file and retained all that in his 
judgment were worthy of being retained perma- 
nently because of their inherent clinical or educa- 
tional value. To facilitate this effort this person 
was given one nonprofessional helper. A series of 
horizontal shelves were built, with the individual 
Compartments made ample to receive the largest 
size roentgenograms. The space between the 
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Fig. 3. Filing unit accommodating approximately 
10,000 reproductions filed in numerical sequence 

shelves was approximately 4 inches (10 cm.) in 
width. With the paper boards taken from pack- 
ages of films as they were received from the manu- 
facturers, guide cards were made by pasting 
strips of gummed paper along the proximal hori- 
zontal edge of the paper board in such a manner 
that a projecting flap was formed. The paper used 
comes in rolls, is 2 inches (5 cm.) in width and 
can be purchased through any stationer. The flap 
was made to project at least 3 inches (7.5 cm.) 
from the edge of the paper board. With a hand 
printing outfit, purchased in the local stationery 
store, these guide cards were legended as re- 
quired. A 34 inch (1.8 cm.) letter was used and 
with the guide stick, which is a part of the outfit, 
the guide cards could be legended by any person 
and more rapidly than by any other method. The 
legibility of the legend proved to be an important 
advantage in the sorting of the roentgenograms. 
The guide cards were laid on the shelves and the 
appropriate roentgenograms were laid on the card 
as the sorting went on. The guide cards were used 
throughout the procedure to designate groups of 
roentgenograms. As the gummed paper had a 
tendency to come loose in time, it was found 
advantageous to fix it on the edge of the paper 
board with the aid of a series of paper clips. 

By this method it was found possible to sort 
the roentgenograms into any desired series of 
groups almost as rapidly as the films could be 
handled by the professional member of the team. 
At the time the roentgenograms to be reproduced 
were segregated, the irrelevant roentgenograms of 
each set, and all others that were considered for 
any reason unworthy of being permanently re- 
tained, were discarded. The discarded roentgeno- 
grams were sorted into their respective sizes, 
weighed into stacks of standard weight (prefer- 
ably 25 pounds), securely tied and stacked ready 
for sale as film. 

The roentgenograms to be reproduced were 
grouped in anatomic and anatomicopathologic or- 
der. To facilitate the recognition of the identify- 
ing registration number on each reproduction 
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Fig. 4. Comparison of unit for filing approximately 
10,000 roentgenograms with unit holding same 
number of miniatures 
without the necessity of magnification, appropri- 
ate numerals were cut into the left vertical border 
of the individual roentgenogram (fig.-1a). Numer- 
als to indicate the date on which the roentgeno- 
gram was made were similarly cut into the right 
vertical border of the individual roentgenogram 
(fig. 1b). After the roentgenograms were as- 
sembled in the order in which they were to be sent 
for reproduction, the appropriate numerals to 
number them in sequence from 001 to 800 were 
cut into the upper horizontal border of the indi- 
vidual roentgenogram (fig. 1c). A stencil cutting 
machine, which provided a 34 inch (1.8 cm.) nu- 
meral proved to be the most satisfactory for this 

marking. 

In the preparation of the roentgenograms to be 
sent for reproduction it was found advantageous 
to standardize the size of all the roentgenograms 
in one group (800 for each roll). This eliminated 
masking and such procedures on the part of the 
photographer and kept the cost of reproduction 
down. 

To meet the purposes for which the reproduc- 
tions were planned, one negative (master) roll of 
miniatures and two copies of this negative roll 
(positive) were ordered. The negative roll would 
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be the equivalent of the intermediate in the mak- 
ing of lantern slides and the positive copies would 
be facsimiles of the original roentgenograms. The 
purpose of this arrangement was to send the nega- 
tive (master) roll to the photographic section, 
where it would be retained and available for the 
making of any form of reproduction of the origi- 
nal roentgenograms that might be required. One 
copy roll was to be sent to the library, where it 
would be retained to be used with the aid of a 
microfilm reader in the study of the abnormalities 
represented in any group. The other copy roll was 
to be cut into individual miniature films. These 
miniature films would be placed in envelopes, on 
which would be typed the identifying registration 
number of the patient concerned and the code 
letter and numeral indicating the film roll from 
which the individual miniature was derived. Filed 
in numerical sequence, in trays or boxes of dimen- 
sions best suited to handling in routine adminis- 
tration, these would create a reference file in the 
roentgenologic department which would contain 
facsimiles of the roentgenograms that had neces- 
sarily been transferred to more remote storage 
facilities. 


Practical Demonstration of the Advantages 
of the Reproduction 


Ninety-six hundred roentgenograms were sent 
for reproduction. Twelve rolls of negatives and 
twenty-four rolls of positives in miniature form 
were returned. One roll of each of the twelve 
positives was cut into individual films and these 
individual films were placed in envelopes measur- 
ing 4 by 3.5 cm. (fig. 2) and legends were typed 
on the envelopes. The envelopes were placed in 
cardboard boxes measuring 8 by 2 by 2 inches 
(20.3 by 5 by 5 cm.). Each of these boxes accom- 
modated 250 roentgenograms or sets of roentgeno- 
grams in miniature form and in their appropriate 
envelopes. A filing unit was made to hold approxi- 
mately 10,000 roentgenographic sets (fig. 3) ar- 
ranged as described. This unit measured 23 by 10 
by 8 inches (58.5 by 25.5 by 20.3 em.). A unit 
for the filing of large roentgenograms was meas- 
ured (fig. 4.). This unit which accommodated 
approximately 10,000 roentgenograms, in about 
the same proportion of small, medium and large 
sizes as the groups sent for reproduction, had 
dimensions of 16214 by 77 by 17 inches (413 by 
165 by 43 cm.). Comparison of these dimensions 
showed that the space requirement for large roent- 
genograms was 115 times greater than that for 
the reproductions on film of millimetric dimen- 
sions. 

For purposes of study, the other rolls of posi- 
tives were sent to the library. The individual rolls 
were in tin boxes. The subject of each roll was 
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painted on the cover and a code letter and numeral 
was painted on the side of the box. A rack was 
puilt to hold these tin boxes, ten in each rack 
(fig. 5). The rack measured 1714 by 5 by 4% 
inches (44.5 by 12.7 by 10.8 cm.) and this held 
3000 individual studies. The base of the rack was 
made to slope toward the back; this obviated any 
tendency of the containers to slip forward and 
out of the rack. 

When the work on the reproduction of the 
roentgenograms was commenced, a microfilm 
reader suited to the efficient delineation of the 
image of the reproduction in magnification on a 
translucent screen was not available. With the 
assistance of the manufacturers of such equip- 
ment, the members of the organization, making 
the reproductions, devised and made a unit to 
accomplish this purpose (fig. 6). While the unit 
does not yet meet with their complete approval, 
it gives promise of meeting every requirement. 
The unit, when completed, will combine the pro- 
jection apparatus and the screen and will provide 
storage accommodation in its base for as many as 
400 rolls in orderly arrangement. It will, there- 
fore, provide a library unit, complete in itseif, 
which can be mounted on rubber tired wheels, 
stored in any convenient space and wheeled any 
place. 


Advantages Suggested in the Experimental 
Demonstration 

The original quest was for some method of 
reducing the volume of the roentgenographic file 
to a point at which facsimiles of the original 
roentgenograms that would be adequate for all 
practical purposes could be retained in file in the 
roentgenologic department and used for compari- 
son in clinical or surgical consultation. This 
method would increase the efficiency of the service 
and at the same time lessen the demands on the 
time and efforts of the nonprofessional personnel 
involved in any decentralization of this file. Vari- 
ous other advantages, however, appeared as the 
experiment progressed. 

The individual reproductions can be mounted 
temporarily in forms that make them ready for 
use as lantern slides. When this purpose has been 
served, the reproductions can be removed from 
the mounting and placed in their proper position in 
the file again. The consensus of several who criti- 
cally examined them was that the reproductions 
possessed a quality of the roentgenographic image 
mM any magnification that was at least equal to 
that of the conventional lantern slide. The repro- 
duction mounted as a lantern slide because of its 
size which is 2 by 2 inches (5 by 5 cm.), now is 
preferred by some physicians to the conventional 
lantern slide. 
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It was felt that if and when it was made possible 
to study the roll on any given subject in the 
library with the aid of a microfilm reader that it 
would be possible to maintain a much more com- 
prehensive group of studies at a greatly reduced 
cost in comparison with the methods at present 
generally in use. If a print for illustration of any 
publication or any other type of enlargements or 
reproduction for any other purpose is desired, a 
note of the identifying registration number, the 
code symbol denoting the roll being studied, and 
the sequence number of the reproduction on the 
roll would allow the desired miniature to be 
located on the master roll in the photographic 
department. 


Comment and Summary 


Experience with the problems which have arisen 
over a comparatively long period has demonstrated 
that much can be accomplished toward avoiding 
these by routine segregation of the roentgeno- 
grams and the transfer of those of lesser impor- 
tance to storage facilities remote from the roent- 
genologic department whenever necessity de- 
mands. An agreement of all concerned as to the 
period for which these roentgenograms are to be 
retained is a potent factor in the reduction of the 
demands for equipment and floor space to accom- 
modate this file. Provision for these roentgeno- 
grams, in time, may easily entail a considerable 
expense and ultimately lead to heavy capital ex- 
penditures. The procedure which I have outlined 
to care for the roentgenograms on which the re- 
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Fig. 5 Rack for storage of library rolls 








Fig. 6 Microfilm reader for delineation of the repro- 
duction in magnification on a translucent screen 


ports are negative or “essentially negative” can 
be modified to fit any plan that may be agreed 
upon; this procedure also allows for stabilization 
of the equipment and floor space. 

Demonstration of the feasibility of the repro- 
duction as a substitute for the original roentgeno- 
gram has not gone beyond the experimental stage. 
It has not been possible, as yet, to obtain the 
opinions of all concerned on the relative brilliancy 
of the roentgenographic image of the miniature 
and that of the original roentgenogram or other 
reproductions of the original roentgenogram, such 
as lantern slides of the conventional type. It 
much be stated frankly, therefore, that the pro- 
cedure outlined has not been accepted and applied 
practically by any institution to my knowledge. 
The various features of the reproduction of roent- 
genograms, however, have been demonstrated to 
groups of roentgenologists and to many clinicians 
actively engaged in teaching and the approbation 
of many of them, with the enthusiasm of the 
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majority concerning the inherent advantages to 
medical education in this procedure, seems to 
justify a report at this stage. 


The stimulant to any investigation is a purpose 
and from investigation impressions are gained, 
Verification of the accuracy of these impressions 
can be secured only by experiment on a scale of 
sufficient scope to prove or disprove the assertions 
of the investigator. It is from this point that the 
members of the professional staff and the admin- 
istrative officers of any institution must start in 
any consideration of the use of this procedure to 
meet the purposes of their own institution. 


In my own case I started with a group of roent- 
genograms in which the clinical and consultation 
value had reached its lowest point. The outstand- 
ing interest of this group was its value as material 
for study or for any other educational purpose. 
Segregation, as heretofore stated, of the roentgen- 
ograms on .which the reports were “essentially 
negative” had been only partly carried out. This 
seemed to be the ideal group for experimental 
investigation. 


Two outstanding reasons advanced for the re- 
tention in file of the roentgenograms on which the 
reports were negative were the possibility of error 
in interpretation, which might be revealed in 
subsequent examinations in the institution or 
elsewhere, and the need for outstanding examples 
of the normal for educational or other purposes. 


One advantage of importance to the majority 
of institutions would be the making of triplicate 
copies of all roentgenographic material having a 
permanent interest. With the individual copies 
widely distributed in different departments of any 
institution and all in a compact form that allows 
every provision against loss by fire or as a result 
of any other form of catastrophe, the loss of 
valuable and in some cases irreplaceable scientific 
material becomes all but impossible. 


The potential value of the procedure outlined 
will not be known without further experience and 


~ even then its usefulness must be decided by the 


individual institution. The interest manifested by 
many seems to justify this presentation even 
though it has not been possible to carry the ex- 
periment to the point where concrete evidence 
concerning every feature was established. The 
advantages to radiologic education inherent in the 
wide adoption of such a procedure provide an 
additional reason for presenting the evidence at 
this stage. Experimental investigation by others 
along the same line bring new thought, new sug- 
gestions and new results, the sum of which may 
be of inestimable benefit to roentgenologists and 
to the science of roentgenology. 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


All Commodities pierced through the peaks of 

1937 and reached the highest ground since 
1929. Fear of inflation is not without founda- 
tion. Even Government heads question the ef- 
forts of price control in the face of Government 
policies which leave many detours by which infla- 
tionary forces can continue on the march. To 
date, ceilings have been fixed on 24 commodities. 
In addition, there is a small group which are in- 
fluenced by informal price ceilings. Obviously, 
this is just a drop in the bucket, particularly when 
it is realized that on November 11, 1918—the end 
of World War I—approximately 573 commodities 
were dominated by price ceilings. We have con- 
tended all along that the time to take action was 
before and not after the fire started. Disloca- 
tions are now so apparent that it is indeed ques- 
tionable whether at this late date the price con- 
trol bill now under consideration by Congress can 
do any outstanding or prolonged good. 


Ta month the McGill Weekly Price Index of 


We realize that such measures as an increased 
tax load—the highest in the history of the coun- 
try—severe regulations governing installment 
credit, the vetoing of the proposal to freeze agri- 
cultural commodity stocks, etc., will temper the 
price upswing, but will fall far short of solving 
the problem. Already, rising producing costs are 
narrowing profit margins on commodities operat- 
ing under price ceilings. This simply means that 
the time is not far distanct when current ceiling 
prices must be raised. The real “nigger in the 
wood pile” is the status of agricultural commodi- 
ties, which has a profound effect upon the cost 
of living. In the price control bill submitted to 
Congress, important provisions were involved in 
that no ceiling may be established for an agri- 
cultural commodity below 110 per cent of parity. 
Furthermore, parity prices are subject to con- 
stant change. 


Since the first of this year the industrial com- 
modity index has risen 13 per cent. During the 
Same period the price level of agricultural prod- 
ucts has risen 28 per cent, and livestock, 32 per 
cent. Unlike World War I, there is a great abun- 
dance of foods and feeds in the United States 
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today, and greater-than-normal crops are in the 
process of harvest. Briefly, there are three major 
loopholes in the present plan to curb inflation: 
(1) The farm bloc appears powerful enough to 
prevent any cracking down on agricultural prices 
until such time as price levels reach substantially 
higher ground. (2) Wage rates are more or less 
ignored in the control system, and with the trend 
of wages moving steadily upward, here is an im- 
portant leverage for the inflationary characteris- 
tics. (3) The impending shortage in consumer 
durable goods will materialize at a time when ag- 
gregate purchasing power will continue to increase 
through the steadily rising volume of Government 
expenditures. Even after making due allowance 
for taxation, restricted installment credit and 
other anti-inflation practices, aggregate purchas- 
ing power will still be far in excess of the pros- 
pective amount of goods available. 


In summary, any plan which will effectively 
cope with the problem of inflation requires polit- 
ical courage iand must involve wage rates and ag- 
ricultural commodities. Therefore, there is no 
alternative but to progress on the premises that 
the basic underlying trend of commodity prices 
will continue to advance steadily. It is worth 
while noting that since the price advance has 
gained real momentum, the current has proven 
strong enough to carry the price structure of in- 
dividual commodities to substantially higher 
ground irrespective of an unbalanced statistical 
position where supply has exceeded demand. Such 
a situation is indicative of a real inflationary 
movement. The upward movement will, at times, 
be temporarily checked as more and more price 
ceilings are added to the 24 commodities now on 
the list. Our recommendation is that purchasing 
agents make every effort to protect forward con- 
suming needs wherever practical or permissible, 
and at the same time dig deeper into the field of 
substitution and simplification. 


Drugs and Chemicals 


Only fractional price changes were noted in the 
drug and chemical group during the past month. 
Higher prices were posted for sodium bromides, 
while the quicksilver market showed some dispo- 
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sition to weaken. Latest data show that domestic 
production of mercury has reached new peaks and 
output in the fiscal year 1940-41 reached 41,600 
flasks, which is considerably more than the maxi- 
mum reached during World War I of 35,954 flasks 
in 1917. At the present time domestic produc- 
tion is running at an average of around 48,000 
flasks annually. Considerable quicksilver is being 
imported from Mexio. The main point to keep in 
mind is that OPA has expressed opposition to the 
current high price level. 


Paper Products 


Unfilled orders are beginning to show some dis- 
position to decline, but a tight supply situation 
will exist for at least several months. Paper 
prices are under the surveillance of OPA, but pro- 
ducing costs and wage rates, as well as raw mate- 
rial costs, are on the up grade. Price ceilings are 
a constant threat, but this has not slowed up de- 
mand to any appreciable degree. Generally speak- 
ing, price advances in many grades are indicated 
without resulting in Government intervention. 
Paper mills cannot guarantee prompt deliveries, 
and needless to say it is important to have sup- 
plies on hand when needed. 


Cotton Goods 


Current prices of raw cotton stand materially 
above the loan and are averaging at 110 per cent 
of parity, which is the main objective of the farm 
bloc. In cotton mills profit margins have been 
reduced and this industry is now undergoing a 
thorough study which may result in a revision 
upward in ceiling prices. However, demand will 
continue heavy during the near term, even though 
consumers’ inventories have been built up quite 
substantially. There is little prospect of any al- 
leviation in the thin margin between supply and 
demand for some months to come. For a period 


purchasing policy, and as no fireworks are indj- 
cated in the price structure, this program con- 
tinues basically sound. 


Fuels 


Consumption is estimated by the National Coal 
Association at around 10,000,000 tons per week. 
Meanwhile, production has recently held consider- 
ably above that figure, with the result that there is 
considerable coal going into storage. Coal trans- 
portation facilities now appear adequate to handle 
all demands for fuel. It is unnecessary to pay 
premiums, particularly as OPA has under consid- 
eration a plan to establish a ceiling 20 per cent 
above the minimum price levels. In regard to fuel 
oil, the many conflicting statements regarding the 
oil transportation problem have created consider- 
able bewilderment. The basic facts of the situa- 
tion are that the transfer of tankers to Britain 
created a shortage which we think will prove 
hard to overcome. It has recently been announced 
that the railroads can move a sizable supply of 
tank cars, but bear in mind that the peak in 
freight movement is directly ahead as agricultural 
crops go to market and there is a distinct possi- 
bility that more tankers will be transferred to 
British registry. Consumption of heavy fuel oil 
has been increasing steadily, and stocks have 
dropped off contra-seasonally. The seasonal in- 
crease in stocks of distilled oils will not reach a 
peak until late October. Prices are not likely to 
change, but from the standpoint of protection, 
maintain the largest possible reserve. 


Groceries 


A glance at the wholesale price table below shows 
that the basic items in the grocery market have 
continued the upward price swing, and higher quo- 
tations have materialized in cocoa, coffee, corn oil, 
cottonseed oil, flour, and lard. Moderate weak- 


ness is noted in beans, sugar, and rice. There is 


of many months we have advocated a protective 





McGILL MONTHLY WHOLESALE PRICE INDEX FOR HOSPITALS 
1926 = 100 


Sept. Sept. Sept. Sept. Sept. Sept. Sept. Sept. Jan. Aug. Sept. 
1933 1934 1935 1936 1937 1938 1939 1940 1941 1941 1941 


ALL COMMODITIES 68.6 74.1 76.1 85.1 70.1 73.0 70.8 75.3 86.9 89.3 


Drugs and Chemicals............ : 74.6 71.0 70.0 69.7 68.8 74.0 79.9 17.9 81.2 81.4 
Paper Products , 84.7 81.2 81.0 1041 91.7 863 97.1 97.1 98.1 103.7 
Cotton Goods j 91.0 842 79.2 16.4 69.7 80.1 764 87.8 1226 109.3 
Surgical Dressings r 82.8 79.5 74.1 79.4 68.8 66.6 74.3 74.3 75.6 88.0 
784 664 779 928 82.4 93.4 924 944 1001 1001 
65.6 748 761 67.8 56.4 63.4 493 58.6 818 85.3 
69.1 91.0 788 106.7 17.6 734 879 904 901 955 
119.2 938 67.5 [38.5 511 62.1 609 57.4 665 457.9 
Canned Vegetables t 90.9 87.9 85.1 73.9 63.2 66.9 63.8 64.4 78.5 82.2 
Canned Fruits ; 78.5 74.7 75.6 80.4 66.6 67.0 64.1 64.7 84.6 84.0 
Dairy Products ; 62.3 69.6 vy | 76.4 70.5 63.4 67.2 71.7 84.3 90.0 
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Yes, even Soap 


is important 
in considering 

the Comfort 

of Patients! 





@ PALMOLIVE, WORLD’S FAVORITE TOILET 
SOAP, will delight your patients with its gentle 
lather, its refreshing fragrance. Made with Olive 
and Palm Oils, it’s a top-quality soap—very likely 
the same soap your patients use at home. That’s 
why it will help them feel less “strange.” 








CASHMERE BOUQUET—TO DELIGHT WOMEN PATIENTS 


@ HERE IS A PARTICULAR FAVORITE with 
women patients—a “luxury” touch that helps 
make hospitalization easier. Cashmere Bouquet’s 
rich, creamy lather ... its fragrance... leave a 
feeling of freshness and daintiness long after 
use! And it’s a hard-milled, economical soap! 











@ COLGATE’S FAMOUS FLOATING SOAP is 
pure, white and unsurpassed in quality. It gives a 
tich, abundant lather in either hot or cold water. 


enjoy. Easy on your budget, too! 
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INDUSTRIAL DEPT. 


HIGH QUALITY—BUT NOT HIGH PRICED! 


@ In quality, Palmolive, Cashmere Bouquet and 
Colgate’s Floating Soap meet the highest hos- 
pital standards. In price, they come well within 
the closest budgets. Best evidence of these two 
statements is the fact that Colgate-Palmolive-Peet 
soaps are used in so many thousands of hospitals 
from coast to coast! 


Ask your C.P.P. man for prices on the sizes 
you need. Or if you prefer, write us direct. 


It is pleasantly fragrant, wonderfully gentle to the 
skin. It’s a satisfying soap that your patients will C0 L GAT kK a PA L M () L | V ) -P K 1) T C0 


JERSEY CITY, N. J. 


101 





no doubt in our minds that the average price of 
agricultural commodities, which has such a pro- 
found effect upon the cost of living, will continue 
to make new highs. Fortuately, there is no dan- 
ger of any shortage of foodstuffs as was the case 
in World War I. However, the combination of 
loans, minimum prices, heavy Government pur- 
chases, etc., is a foregone conclusion that no rad- 
ical steps will be taken to halt the rising price 
trend until such times as quotations reach con- 
siderably higher levels. 


Dairy Products 


The index jumped sharply during the past 
month. Two important phases dominate the but- 
ter situation: First, the establishment of a mini- 
mum price which acts as a floor under the price 
structure; second, a program of Government buy- 
ing for defense and lend-lease purposes. An elab- 
orate program has been mapped out to stimulate 
the production of milk and dairy products. True, 
cold storage holdings are at near-record levels, 
but consumer purchasing power will remain on a 
relatively high plane throughout 1942. Plan on 
higher prices this fall and winter. In regard to 
cheese, bullish forces predominate. The point is 
that even though cold storage holdings are the 
largest on record for this period, this is offset by 
broadening consumer purchasing power and heavy 
buying by the Government, particularly for export 
purposes. Production is now subject to a sea- 
sonal decline, and a strengthening in the statisti- 
cal position is clearly indicated. The egg market, 
which is now relatively high, will reach new peaks 
along seasonal lines during the next six months. 
Production has increased substantially, but sup- 


plies have moved rapidly into consuming chap. 
nels. Also, bear in mind that the underlying 
trend of producing costs is upward. 


Miscellaneous 


Heavy Government purchases of canned foods 
will not create a shortage for civilian use, but will 
result in a stronger statistical position. Profiteer- 
ing will not be tolerated, yet it is difficult to con- 
ceive of other than higher price levels. The pro- 
duction cycle of livestock is again on the increase, 
particularly in the case of hogs. Still the stage 
remains set for a continuation of a high price ay- 
erage for cattle, hogs, and sheep. Remember, the 
Government has established a minimum of $9.00 
per cwt. for hogs, and the market has averaged 
sharply above this figure. During the fall period 
a tremendous stimulation in the preduction cycle 
based on the great abundance of feed and Govern- 
ment support is inevitable. There is not any dan- 
ger of a critical shortage of animal fats or vege- 
table oils. The failure of OPA to establish a maxi- 
mum price on cottonseed oil, and thereby clarify 
the cotton oil situation, has, however, given a 
new spark of life to the price trend. The main 
points to keep in mind are briefly as follows: Sea- 
sonal production of vegetable oils are now on the 
way. Cold storage holdings of lard for the year 
are of record proportions. The-soybean crop will 
probably exceed 120,000,000 bushels. Slaughter 
of livestock is destined to increase. 


In summary, the disturbing aspect today is the 
rising tide of living costs. Remember that once 
inflation starts it is extremely difficult to control, 
and in this regard the current era is no exception. 








Anesthetic Ether 


The Committee on the Revision of the U. S. 
Pharmacopoeia reports that it is authorizing the 
packaging of anesthetic ether in 3.0 kilo (5 pint) 
containers as compared to the former require- 
ment of “small containers” usually interpreted as 
14 pound cans. The use of 50 pound drums is not 
authorized, but the economy made possible for 
the new regulation is evident from reports on. cur- 
rent costs of ether as follows: 


14 lb. cans about 48 cents per pound 
3.0 kilo (5 pint) cans about 18 cents per pound 
50 lb. drums about 12 cents per pound 


Taking into consideration the equipment and 
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labor, the inevitable losses, and the precautions 
required for storage and repackaging from the 
large drums, it is apparent that the use of the 
newly authorized 3.0 kilo container will bring the 
net cost down very close to that of the 50 lb. drum 
without any of its hazards and effect a very 
material saving as compared to the conventional 
14, lb. can. 


The new regulation limits the use of ether for 
anesthetic purposes to not more than twenty-four 
hours after the removal from the original con- 
tainer, and thus will be particularly advantage- 
ous to those hospitals using as much as 214 to 3 
pounds within the authorized period of twenty- 
four hours. 
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Legal Aspect of Performance of Certain 
Clinical Procedures by Nurses 


EMANUEL HAYT 


ITH the threatened shortage of physi- 
WY ies and now with the additional threat- 

ened shortage of nurses, certain duties 
in the care of the sick, which traditionally have 
been regarded exclusively as services of the phy- 
sician, may gradually have to be entrusted to the 
nurse.' Advances in science and technology have 
already expanded the functions performed by 
nurses. Basal metabolism tests, intravenous in- 
jections and anesthesia administration, once per- 
formed entirely by physicians, are now done also 
by nurses or technicians. Factors such as the size 
of the hospital, its location, and the economic 
status of the patient may influence the legitimate 
scope of the nurse’s activities.” 


Administering Anesthetic 


There is some controversy as to whether these 
clinical procedures should be performed’ by 
nurses. Opinions differ as to whether men or 
women make the safer and more efficient anes- 
thetists, and as to whether specially trained 
nurses or licensed physicians are the more com- 
petent. Some maintain that upon the competency 
of the anesthetist depends in large measure the 
success of the operation; others contend that the 
administering of the anesthetic should involve 
little danger to the patient, provided that the sur- 
geon has properly examined the patient to deter- 
mine the anesthetic to be used and in what quan- 
tity. In one respect there is agreement: that to 
administer anesthetics competently one must 
have the necessary training, whether the anes- 
thetist is a licensed physician or a trained nurse.* 


The American College of Surgeons, recogniz- 
ing that it is not always possible for the small 
hospital to have the services of a medical anes- 
thetist available, states that 


“nurse anesthetists who have specialized in 
the administration of anesthetics are usually 
competent and acceptable for the work, but 
since they are not physicians licensed to ad- 
minister drugs they should be under medical 
supervision. If it is impossible to obtain or 
maintain an especially trained anesthetist in 
the community, a member of the medical 
staff who has had experience in anesthesia - 
might assume the responsibility for supervi- 
sion and direction of the department.’’ 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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Dr. Frank H. Leahy, president of the American 
Medical Association, takes the view that under 
the direction of trained physician anesthetists, 
nurse anesthetists can have a real place in the 
administration of inhalation anesthetics. How- 
ever, he is opposed to the employment of nurse 
anesthetists alone. In his opinion, 


“the hospital that does not have anesthetists 
trained in all the newer developments in 
anesthesia . . . will not be in step with the 
times.’”® 


Anesthetic Administration and Medical Practice 


One objection raised to anesthesia administra- 
tion by a nurse is that in so doing she practices 
medicine. That the administration of anesthesia 
in which dangerous compounds are used is medi- 
cal care per se is beyond question.’ It is also true 
that a license as a registered nurse does not au- 
thorize her to practice medicine,’ for nursing is 
confined to the performance of professional ser- 
vices in carrying out treatments prescribed by a 
licensed physician.® 

The practice of medicine consists of three 
things: first, in judging the nature, character and 
symptoms of the disease; second, in determining 
the proper remedy for the disease; third, in giv- 
ing or prescribing a remedy for the disease. If 
the person who makes a diagnosis of a case also 
prescribes the medicine for the patient, he is 
practicing medicine;? but the mere giving of 
medicine, prescribed by the physician in charge, 
who has made a diagnosis and who directs the 
manner, the time and character of the medicine 
to be administered, has never been considered 
the practice of medicine. By the same token, 4 
nurse administering a prescribed anesthetic to a 
patient in the presence of and in accordance with 
the directions of the surgeon in charge does not 
engage in the practice of medicine within the 
meaning of that term.’° 

A number of judicial decisions have considered 
the legality of anesthesia administration by 
nurses. In one case, two surgeons brought an 
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action to restrain a licensed and registered nurse 
employed by a hospital from administering gen- 
eral anesthetics in connection with operations, 
claiming that such procedure constituted the 
illegal practice of medicine. At the trial it was 
shown to be the recognized procedure in hospi- 
tals to permit nurses to administer anesthetics 
and hypodermics under the immediate direction 
and supervision of the operating surgeon and his 
assistants. The court held that nurses ‘in the sur- 
gery in preparing for, and during the progress 
of an operation, are not diagnosing or prescrib- 
ing within the meaning of the medical practice 
act, but are carrying out the orders of the physi- 
cians to whose authority they are subject; that 
the surgeon has the power and the duty to direct 
the nurse and her actions during the operation.” 


In another suit by a surgeon, he sought to have 
his licensed nurse permitted to give anesthesia to 
his patients. It appeared that she had more than 
six years’ nursing experience, had made a special 
study of anesthesia, and had administered anes- 
thetics to more than 1,200 patients. In each case, 
the surgeon had selected the anesthetic to be used 
and supervised its administration. On these facts 
the court concluded that the nurse was not prac- 
ticing medicine, but was exercising her profes- 
sion within its proper limits.’* It is apparent that 
supervision by the surgeon is the controlling ele- 
ment which removes the procedure from medical 
practice. 

Similarly, the bill of a dentist for the adminis- 
tration of cocaine, morphine, and other drugs for 
an incurable cancer of the mouth was objected to 
on the ground that he was not legally qualified to 
practice medicine. Since the dentist had adminis- 
tered the anesthetic drugs and treated the cancer 
under the instructions of a licensed physician, the 
court said he functioned as an ordinary nurse.® 

To the nurse anesthetist, therefore, may be 
delegated the administration of anesthesia, while 
she acts as agent of the surgeon and under his 
immediate direction and supervision.’* It is the 
right of the physician or medical anesthetist, not 
that of the nurse, to select the anesthetic, insist 
upon his own choice of postoperative sedation and 
opiate. In the operating room, only he may make 
a minute-to-minute diagnosis of the patient’s con- 
dition and prescribe such treatment as the diag- 
nosis warrants. He is the one to keep check on 
the patient’s blood pressure, pulse, and respira- 
tion. His right to diagnose and prescribe dis- 
tinguishes his functions from those of the nurse 
anesthetist.*® 


Intravenous and Other Clinical Procedures 


Opinion is likewise divided on the question of 
having nurses administer intravenous infusions 
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and perform other clinical procedures. Dr. Mal- 
colm T. MacEachern is not in favor of nurses 
administering intravenous fluids or other treat- 
ments of this kind; he believes such work to 
belong to the well-trained physician, because it 
involves responsibilities which should not be car- 
ried by a nurse.’® One nursing administrator 
points out that intravenous treatments require 
skill and much practice in inserting the needles, 
in order to cause the patient as little pain or dis- 
comfort as possible. Thus, the nurse should not 
give the treatment or infusion, but should know 
how to continue and to end the intravenous with- 
out the assistance of the doctor.” 

A superintendent of a small rural hospital feels 
that during an emergency or when no doctor 
may be available to give an intravenous injection, 
qualified nurses should be able to give the treat- 
ment.'® In another community, graduate nurses 
are asked to draw Wassermanns, but not to give 
intravenous therapy: there is said to be a decided 
difference between the procedure of the insertion 
of a needle into the vein to draw a Wassermann 
and the giving of intravenous infusions.’® 

One medical director thinks it an acceptable 
and safe practice for nurses to give intravenous 
infusion and other intravenous treatments.” 
Another asserts that it is for the nurse to stop 
the intravenous injection, but not for her to start 
it.21 To a third medical superintendent it seems 
quite proper to make use of the nurse’s technical 
assistance in giving intravenous infusions and 
intravenous treatments if she is adequately 
trained and has demonstrated the ability to per- 


_ form these procedures dependably. He adds that 


many nurses are performing such procedures ex- 
tremely well; nevertheless, this work should not 
be regarded as part of the nurse’s routine func- 
tion, nor should she be expected to do them 
merely because she is a nurse.”? 


Clinical Procedures and Nursing Duties 


The law contemplates that the physician is 
solely responsible for the diagnosis and treat- 
ment of his patient; nurses are not supposed to 
be experts in the technique of diagnosis or the 
mechanics of treatment; they are not expected 
to prescribe nor to act on their independent judg- 
ment.22 However, when she is carrying out a 
physician’s instructions, under his supervision, 
she is given considerably greater latitude in her 
nursing duties. Many of the acts which a nurse 
is requested to do by a licensed physician become 
illegal for her to perform if they are done on her 
own initiative." 

It is only in an emergency that the nurse may 
exercise her own judgment, until she can report 
to and receive directions from the attending phy- 
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Ability is the “Yardstick” 


When a concern prospers over the long, long 
period of 45 years, there must be a substantial 
reason for it. In the case of Aznoe’s-Woodward 
the reason is evident to all concerned. 


The sole aim of our founder was to supply 
hospitals and physicians with competent nurses, 
and to assist nurses with real ability to secure 
positions offering them opportunities to ad- 
vance in their profession. Through the years 
we have kept our standards high. Conse- 
quently, hospitals and physicians have come to 
us in constantly increasing numbers for capable 
assistants, knowing that ability only would be 
the “yardstick” by which we measured our 
recommendations. 


Consequently thousands of nurses, dietitians, 
medical stenographers, librarians and others 
desirous of bettering their opportunities have, 
through this superior service, found a place 
where they fitted exactly. 


If you believe in your abilities and 
desire an opportunity worthy of 
them, write today for application 
form and full particulars of the 
many splendid positions now avail- 
able. There is no obligation incurred 
in doing so. 
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sician. What would otherwise be the illegal prac- 
tice of medicine, she may do in an urgent situa- 
tion. For example, a nurse charged with crimi- 
nal liability for violation of the medical practice 
act in having prescribed and administered medi- 
cines and hypodermics to an obstetrical patient 
was absolved of guilt, because the facts showed 
that the doctor had been delayed by a storm and 
that the child was born before his arrival. In 
discharging the nurse the court held that this was 
an emergency case in which she was justified in 
rendering such assistance as she was qualified to 
give.”° 

In other than emergency cases, the activities 
of the nurse in the care of the patient are re- 
stricted (1) to performing such services as are 
necessary for the physical care or comfort of the 
patient, which do not require the direction or 
supervision of the physician; (2) to carrying out 


treatments and medications prescribed bya » 


licensed physician; (3) to assisting the physician 
professionally in the treatment of the patient. 
Legally speaking, nursing duties, as such, consist 
of caring for the bodily and mental comforts of 
a patient by non-remedial means. The use of 
remedial measures constitutes the practice of 
medicine, unless the treatment is rendered under 
the supervision of a licensed physician.” 


The conclusion must be reached, upon a review 
of the legal authorities, that it is not unlawful 
or contrary to public policy for nurses to perform 
medical services such as intravenous injections 
and other clinical procedures, provided it is done 
under the direction and supervision of a duly 
licensed physician. “It is his orders relative to 
the treatment of the case that the nurse must 
obey.”’28 


Responsibility of Physician for Acts of Nurse 


What are the legal implications which may fol- 
low an injury to the patient by reason of the 
incompetency or negligence of the nurse in the 
performance of a clinical procedure? 

It is fundamental that the physician has the 
right to assume that the nurse employed by the 
hospital is competent. He is not chargeable with 
her incompetency unless it is shown that he was 
aware of her lack of experience and skill. A duty 
rests upon him, however, to give proper instruc- 
tions to the nurse, except as to her ordinary 
duties which, in the modern hospital, with ex- 
perienced nurses, he may take for granted the 
nurse will perform without guidance from him.” 

If the surgeon himself selects the assistant to 
administer the anesthetic, he is expected to exer- 
cise the same degree of knowledge, skill, and.care 
in the choice of the anesthetist as he is required 
by law to display in the performance of any part 
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of the operation.*° During the course of the op- 
eration, when a patient is under the influence of 
an anesthetic, the surgeon must see that no pre- 
ventable injury occurs to the patient.** Should 
the nurse administer an excessive amount of 
ether, which causes injury to the patient, the 
surgeon may be held liable.*” 


On the other hand, the nurse anesthetist who 
merely administers the anesthetic is not liable 
for the negligence of the operating surgeon,*’ for 
her attention must be directed solely to the task 
of administering the proper amount of the anes- 
thetic and continuing to supply it in such propor- 
tions as will keep the patient in a comatose con- 
dition while the operation is on.** That is not 
to say that the anesthetist may never be liable: 
when she observes something amiss, she, as well 
as the surgeon, must do something about it. Each 
is responsible not only for his or her own conduct, 
but for that of the other in observing some omis- 
sion or wrongful act and permitting it to continue 
without objection.” 


Duty of Hospital to Select Competent Nurses 


In almost all states, charitable hospitals are 
exempted from legal responsibility for the care- 
less acts of their nurses in the care of patients. 
The law is otherwise in the states of Alabama, 
California, Florida, Georgia, Minnesota and Okla- 
homa, where charitable institutions are held 
liable for the negligence of their employees on 
the same basis as private for-profit hospitals.” 
New York State grants immunity to the hospital 
only if the act of the nurse is connected with the 
treatment of the patient.*’ 

Even in states in which the hospital is ab- 
solved of responsibility for the negligent acts of 
a nurse, the hospital is required to show due 
care in, the selection of the nurse whose careless- 
ness is sought to be imputed to the institution. 
It is the undisputed right of a patient in a hospi- 
tal to the services of a reasonably competent 
nurse; proper care must be exercised therefore 
in investigating her qualifications.*® 

Presumptively, the nurse is considered suffi- 
ciently competent if she is a licensed or graduate 
nurse.*® To quote on court: 

“It is not sufficient to say that a nurse is 

competent simply because she is capable of 

discharging the manual duties incumbent 
upon her as a nurse. If she is lacking in 
educational preparation, if she is guilty of 
indiscretion that impairs. her physical or 
mental status, if she is lacking in that moral 
character which imbues the patient with con- 

fidence, then it cannot be said that she is a 

competent person to'be placed in charge of a 

helpless patient.’’*1 
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What constitutes “due care” in the selection of 
the nurse in a particular case would probably be 
a question of fact for a jury. Undoubtedly, the 
hospital would have to establish that it made the 
necessary check-up of the nurse’s qualifications, 
not only generally, but for the particular duties 
to be assigned to her. To designate an inex- 
perienced nurse to administer anesthesia or to 
perform clinical procedures certainly is not the 
exercise of due care. 

Aside from the duty of using reasonable dili- 
gence in the selection of its nursing staff, the 
hospital is under a further duty not to retain 
nurses who have demonstrated themselves to be 
unfit. Proof that the hospital had knowledge of 
the previous incapacity of the nurse and that she 
was continued in the employ of the hospital, not- 
withstanding such knowledge, would subject it 
to liability.*2 That she has been careless on one 
occasion, however, does not necessarily prove her 
incompetence, unless the hospital is shown to 
have been aware of her ineptitude for her 
duties.** Hence, the hospital should keep an effec- 
tive check on the performance of its nurses. 


Conclusion 


If it is considered good medical, nursing and 
administrative practice in the particular hospi- 
tal, a properly qualified and experienced nurse 
whose competence has been investigated may 
legally be permitted to administer anesthesia and 
to perform other clinical procedures, provided it 
is done under the direction and supervision of a 
duly licensed physician, except in. an emergency 
when she may use her own initiative and judg- 
ment. 

It is significant that in Canada the Canadian 
Hospital Council and the Canadian Nurses’ Asso- 
ciation recently reached an. agreement whereby 
it is to be deemed sound practice for hospitals 
that cannot obtain adequate intern service to 
permit well-trained graduate nurses, upon ap- 
proval of the individual hospital, its medical staff 
and director of nursing, to take blood pressure 
readings, give subcutaneous injections, intra- 
venous injections of saline or glucose solutions, 
and such other medications or diagnostic fluids 
as the medical staff may authorize. Wassermanns 
are to be taken, sutures removed and intramuscu- 
lar injections of substances administered by 
nurses when specifically authorized by the medi- 
cal staff.‘* The trend in the United States may 
have to be shaped by the defense program and 
coming events. 
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Management of a Hospital 
R. J. BEHAN, M.D., F.A.C.S. 


cerned, it is determined possibly a long 

time previous to the building of the hos- 
pital by the preferment of the local group of 
physicians, who organized and formed the first 
_ staff of the hospital. This applies to almost all 
of the older hospitals in the United States, which 
were organized by groups of physicians to care 
for local needs. As a consequence, hospitals were 
located in congested areas which were convenient 
for the neighborhood practitioners, and aided the 
professional advancement of the founders. 


A S FAR as the location of a hospital is con- 


It has been difficult to improve the surroundings 
of many of these hospitals since their expansion 
is limited by the restriction of the surrounding 
structures of a closely built up district. These lo- 
cations may be an advantage, even in the present 
time, in that a hospital which is so situated is 
of the greatest service with the least inconve- 
nience to a large number of persons who seek its 
care. These older hospitals, however, are at a 
disadvantage, in that the buildings are obsolete, 
they are not fireproof, and due to the arrange- 
ments of the wards, private rooms, and service 
departments are not conducive to modern effi- 
ciency and economy. Since in many instances 
these defects are irremediable at their face value, 


improvements should be made to as great a de- 


gree as is possible without disrupting the service 
of the hospital. 


Hospital Equipment 


It is very important that the equipment of an 
institution, giving care to the sick and the injured, 
should be of a character and type suitable for the 
most effective assistance to those who need it. 
While artistically tinted walls and beautiful wards 
are attractive and necessary, they should not be 
such a fetish that the supply of essential appara- 
tus and equipment would be neglected. In fact, 
a minimum of equipment should be a definite 
requirement for recognition by the American 
College of Surgeons, the American Medical Asso- 
ciation and the State Health Departments of the 
different states. These organizations should de- 
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mand that a minimum standard of equipment for 
maximum effectiveness in different types of sur- 
gical and medical activities be provided. Many 
hospitals are not so well equipped as a physician’s 
private office. In fact it is the availability of 
equipment and the concentration of technical skill 
found in a modern hospital which attracts both 
physicians and patients and makes the hospital 
the mecca for many who are sick and injured. 


The Board of Directors 


All the activities of a hospital should be super- 
vised by a board of directors, who will assume 
the guidance for hospital maintenance, and shall 
be the initiators of activities towards the acquire- 
ment of new buildings. They should see that the 
management properly takes care of cleaning, 
repairs, etc., they are the legislature and their 
decisions are final. 


It is not our purpose to enter into a discussion 
of the duties of a board of directors, nor of those 
of the superintendent of an institution. The 
operating personnel, however, is of very deep 
interest to everyone. The personnel consists of 
the executive staff, the regular medical staff, the 
consulting staff and the courtesy staff, the in- 
terns, the nurses and lay employees. A very 
important person in the professional advance- 
ment of the nurses, graduate and undergraduate, 
is the superintendent of nurses, or directress of 
the training schoo]. Above all it is necessary 
that the personnel of a hospital be chosen with 
greatest care. In order of the importance of this 
personnel, we would classify first the superin- 
tendent, directress of nurses, and the supervisors. 


The Superintendent 
The superintendent should be one who not only 


HOSPITALS 








0. 




















rolagar... 


As a Bland Cleansing Enema 





e The effect of a Petrolagar cleansing enema is to soften thoroughly the inspissated stool, and 
help establish a complete, comfortable bowel movement. Petrolagar serves this purpose well 
because it is miscible with water, a virtue that enables an ever dissemination of minute oil 
globules throughout the residue in the colon. 


The Petrolagar cleansing enema is preferable to irritating soap solutions in either the home 
or the hospital, because of its gentle, but thorough softening action. 


Consider the routine use of the Petrolagar cleansing enema in the hospital, postoperatively 
or in obstetrical cases, where normal bowel habits are temporarily disturbed. 


How To use: Mix 3 ounces of Petrolagar Plain with water sufficient to make one pint to one 
quart, as desired, and administer by gravity. For retention enema administer at body temperature. 





*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 
brand emulsion of mineraloil . . . Liquid petrolatum 65 cc. 
emulsified with 0.4 gm. agar in a menstruum to make 100 cc. 









Petrolagar Laboratories, Inc. « 8134 McCormick Boulevard «+ Chicago, Illinois 








October, 1941 113 


is familiar to a moderate degree with all the 
financial transactions of his institution, but he 
also should have the experience and finesse nec- 
essary for such a position. The superintendent 
should have the following personal qualities: 


1 Broad minded grasp of possibilities bearing 
upon medical trends and tendencies 


2 Impartiality in evaluating on their merit, 
all questions brought to him for solution 


3 Progressive tendencies and sympathy with 
all suggestions for improvement 


4 Personality that will attract and maintain 
the confidence and support of the employees. 


Postgraduate Training 


Those in charge of subdivisions of manage- 
ment, as directress of operating room, floor super- 
visors, etc., should in all hospitals be sent to 
other institutions for postgraduate training or 
observation. Graduate nurses should be traded 
with other hospitals for advanced study so that 
new ideas may be acquired and a check be made 
on the effectiveness of the methods in use in their 
own hospitals. 


In every fair sized hospital an additional grad- 
uate nurse should be in the operating room to 
aid the supervising nurse who is in charge. A 
postgraduate course should be taken routinely 
every few years by the operating room supervisor 
and proper recognition given to her for profes- 
sional improvement. This might be a means of 
avoiding having the operating room supervisor 
changing her position every two or three years. 


Supervisors in charge of floors should be given 
instructions in their responsibilities in the public 
relations program and should be able to “sell” 
themselves and the hospital to patients and 
friends. They should always remember that out- 
side non-staff doctors should be shown the cour- 
tesy due to guests. It reflects on the hospital if 
these doctors feel their dignity is offended. 


Role of the Medical Staff 


A spirit of cooperation and support should 
exist between the medical staff and the manage- 
ment. The medical staff should regulate all mat- 
ters pertaining to care and treatment of patients 
with the advisement of the management. This 
should be done through a medical director, who 
should be selected by the staff and the hospital. 


Sympathetic relationship should also be shown 
by the management towards the medical and 
nursing staff and all who cooperate in the activity 
of the hospital, a very friendly attitude should 
be demonstrated. The management should exert 
every possible influence and endeavor to obtain 
the cordial support of staff and non-staff mem- 
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bers of the medical profession who send their 
patients to the hospital and should seek the good 
will of the community as well as the gratitude of 
their patients. In every dispute or difference of 
opinion, between the management, the staff, 
patients or employees, an attitude of extreme 
consideration should be assumed, for it is due to 
the friendship of its friends that a hospital ob- 
tains the means for its continuance and support. 
Every effort should be made to conciliate those 
who are intimately related to the activities of the 
hospital, and diplomatic and understanding re- 
ception should always be given to them and their 
problems. Harsh and imperious, autocratic and 
dictatorial attitudes make enemies instead of 
friends. This sympathetic consideration particu- 
larly towards those who are not on the staff, will 
pay golden dividends. A soft word and a smile 
go far towards making helpful friendships. 


The Interns 


The interns can best be handled by the intern 
committee and in all matters except food and 
lodging should be under the absolute supervision 
of that committee. For the sake of their future 
development and cooperation, when they enter 
the practice of medicine, interns should be held 
to a high professional standard through help and 
constructive criticism and the friendly interest 
of the medical staff. 


The Nurses 


The nurses should, except in supplying of food 
and lodging, be under the absolute control of the 
directress of nurses. They should be loyal to the 
institution and the staff, irrespective of their 
personal preferments and desires. 


The Patient 


“Patients are always right.” Acrimonious con- 
troversy with a patient is of no value. Reasoning 
and discussion, with desire to please will over- 
come many hostile attitudes. We should remem- 
ber that in many cases the patient or the friends 
of the patient may be right. 


It is also necessary to keep constantly in mind 
that the patient and relatives and friends of the 
patient, due to mental tension, are usually in an 
abnormal state of mind and should be soothed 
instead of irritated. A disagreeable unreason- 
ing individual may on his return to the normal, 
show himself as fine. likeable, generous and a 
most reasonable person. This may be sum- 
marized by stating that morbid psychology re- 
quires an understanding and charitable attitude 
from those who are normal. 


Hospital Public Relations 


Every effort should be made to legitimately and 
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ethically advertise the hospital and bring it 
proper and merited publicity. For these reasons, 
the best possible impressions should be given 
patients and their friends on entrance to the 
hospital. No irritation or dispute should cloud 
the first contacts, long waits, for rooms or ser- 
vice should not be countenanced. It should be 
remembered that the friends of the patient are 
also prospective patients and contributors to the 
hospital and for this reason, if for no other, 
should be sedulously cultivated. 


The Receptionist 


A tactful and capable receptionist is most nec- 
essary. A pleasant exit for the patient should 


also be assured. Last memories should be favor- 
able and “bon voyage” is as important in a hos- 
pital as in a hotel. Under modern conditions a 
hospital is in reality a hotel, the service of which 
has been modified to suit the conditions of the 
sick. The same solicitude for comfort and well 
being should be as active in one as it is in the 
other. 


The superintendent or a designated assistant 
should visit each patient every day and the first 
visit should be made as soon as convenient after 
the patient enters the hospital. 


A unified coordination should rule every depart- 
ment of a hospital. 





The Need for Hospital Beds 


The most widespread survey ever made of hos- 
pital bed facilities in the United States, just re- 
leased by the Census Bureau of the Department 
of Commerce, reveals that 1,282,785 beds were 
available in 9614 institutions for the medical care 
of the American people in 1939. 


The country’s 6991 hospitals and sanatoriums 
provided the great bulk of this care—355,145,063 
patient-days, or the equivalent of one week-end 
stay in. a hospital each year for every person in 
the United States. Infirmaries and nursing, con- 
valescent, and rest homes provided the remain- 
der. 


Hospitals and sanatoriums had 1,186,262 beds 
—92 per cent of the nation’s total. Census Bureau 
figures show that the average hospital had 169 
beds and served 5000 families. 


Hospital facilities for the country, however, 
were well below the “minimum requirements for 
adequate medical service” set up in 1933 by the 
Committee on the Costs of Medical Care. Here is 
how the number of hospital beds per 10,000 popu- 
lation compares: 

Beds Beds 
Available Needed 
46 
14 
56 


116 


To meet this minimum of 116 beds per 10,000 
population, the United States would have to build 
2000 more average-size, 170-bed hospitals. 


Even counting in all the beds available in 
infirmaries and nursing, convalescent, and rest 
homes, the Census figures show that 26 states 
had inadequate hospital facilities—fewer than 
100 beds per 10,000 population. Eighteen states 
had between 100 and 124 beds—approximately 
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adequate facilities. Massachusetts, New York, 
Colorado, Maryland, and the District of Columbia 
had good facilities—more than 124 beds per 
10,000 population. 

New York state alone had 192,345 medical- 
care beds, or more than one-seventh of the na- 
tion’s total. 


Even existing facilities are not being used 
fully, the Census Bureau Survey indicated. Allow- 


ing a margin of reserve for epidemic peaks, the 
Committee on the Cost of Medical Care estimated 
that general hospitals would operate most efii- 
ciently with an occupancy of 80 per cent, and 
mental and tuberculosis hospitals with an occu- 
pancy of 90 per cent. 


In, 1939, general hospitals were operating at 70 
per cent of capacity, tuberculosis hospitals at 85 
per cent, and mental hospitals at 95 per cent. The 
Census Bureau noted that many mental hospitals 
are overcrowded, due to rapidly increasing hospi- 
talization for this type of illness. 


Although only 594 hospitals—less than one in 
ten—were for nervous and mental patients, they 
had 602,850 beds or more than one-half of the 
total for all types of patients. They gave 208,- 
466,000 patient-days of care. 


The 5912 general hospitals gave 122,467,000 
patient-days of care, and the 485 tuberculosis 
hospitals 24,212,000 patient-days. 


Approximately 77 per cent of the care ren- 
dered in 1939 was in state, local and Federal 
Government-controlled hospitals, 20 per cent in 
nonprofit institutions and 3 per cent in proprie- 
tary institutions. The large proportion of care 
financed by taxes is due to government tubercu- 
losis sanatoriums and government hospitals for 
mental patients. 
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IN THE KNOW SAY? 


“The Bureau is an honest, unbiased source, constantly 
striving to help its members with any and all of their prob- 
lems. Its research service insures better quality in goods 
purchased and ferrets out the weaknesses in the materials 
we buy and helps improve our standards.” 

O. G. Sawyer, Purchasing Agent 
Duke University, Durham, North Carolina 


“The Grace Hospital of Detroit is a pioneer member of 
the Hospital Bureau. Throughout the years we have en- 
joyed the benefits of the Bureau agreements with nationally 
known manufacturers, and have benefited materially by its 
broad range of purchasing power in the ordering of special- 
ized items.” 

E. F. Collins, M.D., Director 
‘Grace Hospital, Detroit, Michigan 


“I wish to congratulate the Bureau on the services it is 
rendering its member institutions. The Bureau’s quotation 
and research facilities have been of inestimable value to us 
as a guide and protection in our general purchasing work.” 


Merrell L. Stout, M.D., Director 
Hospital for the Women of Maryland, 
Baltimore, Maryland 


“T have been using the Bureau for about eighteen years. 
Yours is a unique service in that it not only enables a hos- 
pital to purchase most of its supplies and equipment at ad- 
vantageous prices, but through its Research Department 
each member is advised of the true value of the product of 
various manufacturers. Your expert purchasing personnel is 
of great help in securing sundry items with the sources of 
which the purchasing department of the hospital may not 
be readily acquainted.” 


Lucius R. Wilson, M.D., Superintendent 
Hospital of the P. E. Church, 
Philadelphia, Pennsylvania 


“We value very highly the opinion of the Bureau’s Re- 
search Department in the purchase of commodities and be- 
lieve it has resulted in considerable saving to the hospital.’ 


Fraser D. Mooney, M.D., Superintendent 
Buffalo General Hospital, Buffalo, New York 


“The Johns Hopkins Hospital has been a member of the 
Bureau for over twenty-five years. Membership has saved 
us each year many times its cost. In my judgment the 
service offered should be very valuable to any hospital, 
large or small.” 

Winford H. Smith, M.D., Director 
Johns Hopkins Hospital, Baltimore, Maryland 


“The Paterson General Hospital has been a member of 
the Bureau for twenty years. Membership has been of in- 
estimable value and assistance. Your newly created Re- 
search Council alone justifies the membership fee.” 

Edgar C. Hayhow, Superintendent 
Paterson General Hospital, Paterson, New Jersey 


“It is our opinion that membership in the Hospital Bu- 
reau is sound business practice. For the work done to 
improve quality in hospital products alone the Bureau well 
deserves every hospital’s membership.” 

Sister Loretto Bernard, R. N., Superintendent 
St. Vincent’s Hospital, New York, New York 


“The Hospital Bureau offers an opportunity to hospitals 
to participate in a cooperative plan of purchasing and to 
secure expert advice on the whole subject of supply at a 
very nominal cost.” 

C. G. Parnall, M.D., Medical Director 
Rochester General Hospital, Rochester, New York 


“In our buying at St. Luke’s we require superior quality 
at the best prices available. Upon this basis the Hospital 
Bureau receives many orders from us.” 

C. W. Munger, M.D., Director 
St. Luke’s Hospital, New York, New York 


With 238 hospitals from Maine to Texas feeling this way, 
all voluntary hospitals should become better acquainted 


with the Bureau. 
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Personalizing Hospitalization 
H. G. HALLER 


hospitalizing” the hospital atmosphere has 

been very much in evidence. The old and 
accepted standards of interior decorating and 
furnishings have been abandoned. Gone are the 
white walls, gone are the severe furnishings. 
Equipment is in evidence no more than need be. 
The old concept that everything had to be white 
to be sterile is in the limbo of the past. In fact, 
most of the old physical aspects that suggested 
pain and suffering have been eliminated or greatly 
modified. Even the “hospital odor’ has been 
minimized. 


RR rossi a definite trend towards ‘“de- 


Yes, the physical appearance has been greatly 


improved, but what of the personal equation? It 
is this phase of needed improvement that is here 
discussed. 


Need for the Personal Touch 


Everyone engaged in hospital work is busy, and 
busy effectively, because the work is highly or- 
ganized and runs on schedule. It is imperative 
that it be so but it tends to make every activity a 
routine business. What is forgotten, or what the 
worker has little time to recall, is that what is 
routine to them is a major experience in the life 
of the patient and the family. To avoid chaos, 
activities must be routine but they should not be 
permitted to become so mechanical that the per- 
sonal touch is eliminated. The patient should be 
made to feel that his case is the major concern of 
all and when this can be accomplished without 
disturbing the organization much will have been 
done toward making hospitalization a less terroriz- 
ing experience. 


The Value of First Impressions 


The contact of the hospital with the patient and 
the family begins even before the hospital is 
entered. The telephone operators are the institu- 
tions “advance guards”—and there the entente 
cordiale should be inaugurated. Successful busi- 
ness organizations have long realized the impor- 
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tance of having the right telephone operators, and 
it is of even greater importance that a hospital 
select its telephone girls with great care. They 
deal, for the most part, with anxious and dis- 
turbed persons and right there the ministry of 
the hospital should start. 


The cordial personal touch should be carried on 
and enhanced at the admission of the patient, and 
the family should be included in its application. 


The entrance and reception rooms should be > 
cheerful and suggest friendly, warm-hearted good 
will. That “all hope abandon, ye who enter here” 
atmosphere should be studiously avoided. The first 
impression is very important, so the physical and 
personal aspects of admission should be a matter 
of major concern to the hospital. 


The Admitting Officer 


The admitting officer in almost all hospitals is 
a nurse and she should be selected for her poise 
and tact; for her innate sympathy and her ability 
to express that sympathy with that smile “of just 
the right dimension.” If she is able to convince 
the entrant of her sincere concern and sympathy, 
that impression may remain with the patient dur- 
ing his entire sojourn in the hospital and con- 
siderably lighten his burden. She should im- 
mediately establish that relation of professional 
intimacy that permits her both to expedite the 
formal necessities and make the patient feel at 
ease. 


Many patients, though ambulent, are sick 
enough to make even their journey to the hospital 
a harrowing and depleting experience. Why then 
should such a patient be held up by the admitting 
officer while all the necessary admission data are 
secured? Can he not be put to bed and made more 
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; More Pressure--Same Quality 


It’s hard to keep up the quality when the 
pressure is on for more and more goods. 
And it’s even harder when industry is 
forced to draw on the “less employable” 
group down toward the end of the list. Both 
these conditions tend to prevail today. 


There’s one sure way for the hospital buyer 
to assure himself of quality goods, and that 


and need. 


is to buy from the long-established and 
leading manufacturers and distributors. 


These firms have strong and continuing 
organizations, able to step up the pace, 
assimilate new workers, and still keep a 
sharp eye on the old quality standards. 
These firms are best able to continue 


Known sty 
Brands = Quality 


delivering the quality hospitals expect — 


An excellent Buyer’s Guide is printed 
below — the membership list of Hospital 
Industries Association. These long-estab- 
lished, strong firms can do you double 
service today — keep you supplied, and 
with quality supplies. 
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Known 


HOSPITAL INDUSTRIES ASSOCIATION 


A. S. Aloe and Company St. Louis, Mo. 
American Hospital Supply Corp, Chicago, III. 
American Laundry and Machine Co. 
Cincinnati, Ohio 
American Machines and Metals, Inc. 
East Moline, Illinois 
American Radiator and Standard Sanitary Corp. 
Pittsburgh, Pa. 
American Rolling Mill Co. Middletown, Ohio 
American Sterilizer Company Erie, Pa. 
Angelica Jacket Company St. Louis, Mo. 
James L. Angle Furn. Co. Ludington, Michigan 
Applegate Chemical Company Chicago, Illinois 
Armstrong Cork Company Lancaster, Pa. 
Bard-Parker Company, Inc. Danbury, Conn. 
Bassick Company, The Bridgeport, Conn. 
Becton, Dickinson and Co. Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City 
Burdick Corporation, The Milton, Wisconsin 
Burrows Company, The Chicago, Illinois 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Castle Company, Wilmot Rochester, New York 
Citrus Concentrates, Inc. Dunedin, Florida 
Clark Linen Company Chicago, Illinois 
Clay-Adams Co., Inc. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. 
Warren E. Collins, Inc. Boston, Mass. 
Colson Corporation Elyria, Ohio 
Continental Hospital Service, Inc. Cleveland, O. 
Crane Company Chicago, Illinois 
Cutter Laboratories Berkeley, California 
F. A. Davis Company Philadelphia, Pa. 
Davis and Geck, Inc. Brooklyn, N. Y. 
Denoyer-Geppert Company Chicago, Illinois 
J. A. Deknatel and Son, Inc. 
Queens Village, L. I., New York 
DePuy Manufacturing Company Warsaw, Ind. 
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Doehler Metal Furn. Company New York City 
Dunlop Tire and Rubber Company Buffalo, N. Y. 
Eichenlaub’s Pittsburgh, Pa. 
J. H. Emerson Company Cambridge, Mass. 
Faultless Caster Corporation Evansville, Indiana 
Finnell System, Inc. Elkhart, Indiana 
J. B. Ford Sales Company Wyandotte, Michigan 
General Cellulose Co., Inc., The Garwood, N. J. 
General Electric X-Ray Corp. Chicago, Illinois 
General Foods Sales Co., Inc. New York City 
Goodall Worsted Company New York City 
Frank A. Hall and Son New York City 
Hanovia Chemical Company Newark, N. J. 
Hill-Rom Company Batesville, Indiana 
Hillyard Sales Co. St. Joseph, Missouri 
Hobart Manufacturing Company _ Troy, Ohio 
Holtzer-Cabot Elecfric Co. Boston, Mass. 
Hospital Equipment Company New York City 
Hospital Management Chicago, Illinois 
Hospital Topics and Buyer Chicago, Illinois 
Huntington Laboratories,.Inc. Huntington, Ind. 
Inland Bed Company Chicago, Illinois 
International Nickel Co. New York City 
Jameison, Inc. Chicago, Illinois 
Jarvis and Jarvis, Inc. Palmer, Mass. 
Johnson and Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Henry L. Kaufmann and Co. Boston, Mass. 
Kelley-Koett Company Covington, Kentucky 
Kenwood Mills Albany, New York 
Kent Company, Inc., The Rome, New York 
Kitchen Katch-All Corp. Greenwich, Ohio 
Lewis Mfg. Co.—Bauer & Black Chicago, III. 
Samuel Lewis Company, Inc. New York City 
Marvin-Neitzel Corporation Troy, New York 
Meinecke Company New York City 
The Mennen Company Newark, N. J. 


Midland Chemical Company 
Modern Hospital Publishing Co. 
National Lead Company New York City 
Ohio Chemical and Mfg. Co. Chicago, Illinois 
Oxygen Equipment & Service Co. Chicago, Ill. 
Parke, Davis and Company _ Detroit, Michigan 
Physicians’ Record Company Chicago, Illinois 
Puritan Compressed Gas Corp. Chicago, Illinois 
Republic Steel Corporation Cleveland, Ohio 
Rhoads and Company Philadelphia, Pa. 
Will Ross, Inc. Milwaukee, Wisconsin 
W. B. Saunders Company Philadelphia, Pa. 
Scanlan-Morris Company Madison, Wisconsin 
Schering and Glatz, Inc. New York City 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Ind. 
Ad. Seidel and Sons Chicago, Illinois 
John Sexton and Company Chicago, Illinois 
Shampaine Company St. Louis, Mo. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
The Simmons Company Chicago, Illinois 
Spring-Air Mattress Company Holland, Mich. 
E. R. Squibb and Sons Co. New York City 
Standard Apparel Company Cleveland, Ohio 
Standard Electric Company Springfield, Mass. 
Stanley Supply Company New York City 
Thorner Brothers New York City 
Union Carbide Company New York City 
United States Gutta Percha Paint Co. 
Providence, Rhode Island 
U. S. Hoffman*Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
C. D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Max Wocher and Son Co. Cincinnati, Ohio 
Zimmer Manufacturing Company Warsaw, Ind. 


Dubuque, lowa 
Chicago, Ill. 


S. Blickman, Inc., Weehawken, N. J. 
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Pioneer Rubber Company, Willard, Ohio 





comfortable before being approached for question- 
ing? And could he not then be interrogated by 
some one in a sympathetically conversational way? 
More thought should be given by many hospital 
administrators to little things such as these, for, 
while they may seem insignificant, they can as- 
sume tremendous proportions in the patient’s 
mind. 
Suspense in Operating Room 


There is, perhaps, no more fearful time for a 
surgical patient than that period after he has 
been taken to the surgical floor and kept waiting 
or is being further prepared for operation. Some- 
times he is left alone which greatly augments his 
fear and distress. If only someone was charged 
with the duty of standing by him and soothing 
him with quiet words of comfort, what a relief it 
would be. 


At other times there is a great deal of starchy 
activity all around him, and, all too frequently, 
much chatter about extraneous and irrelevant 
matters. If the patient ever needs a friend, it is 
now, and all the conversation he hears anent sub- 
jects foreign to him and his case impress him 
with the idea that no one is very much concerned 
about him. Silence is, indeed, “golden” here. 


The Family 


After the patient has been taken to the operat- 
ing room is a trying time for those of his family 
present at the hospital. It is truly a panicky ex- 


perience. Right here the hospital can personalize : 


its service by thoughtful and sympathetic atten- 


tion to those waiting. Everyone is intensely busy, . 


and yet a parent with a child gone to surgery, or 
a husband or wife with their spouse committed 
to the hands of the surgeon, is definitely another 
patient, badly in need of ministry. We have heard 
much recently about the “forgotten man” eco- 
nomically, but no one seems to greatly concern 
themselves about the “forgotten man” surgically. 
Humbly a brief is herewith submitted in his 
behalf. 


The majority of hospitals have rooms for wait- 
ing friends and families which might be desig- 
nated as the room for the “forgotten.” Consider 
the case of the expectant father. He is directed or 
ushered into such a room, usually at two in the 
morning, and left, sometimes for hours. The physi- 
cal and mental torture of the patient has been 
greatly alleviated by science, but absolutely noth- 
ing has been done to lessen the mental torture of 
the husband. If someone was charged with the 
duty of looking in on him occasionally, with as- 
surances that all was well and would soon be over, 
his mental anguish would be much less. To be 
left so completely all alone intensifies his uneasi- 
ness and suffering many fold. 
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In extreme cases of anxious waiting, the par- 
ents or families of the patient should be taken to 
the patient’s room, or to some room if the patient 
is a ward case. If this is not done, they will usu- 
ally wander all over the place and perhaps get in 
the way of others. Have coffee served, soothe 
them with encouraging and comforting conversa- 
tion. Assure them that the loved one is in the best 
of hands and that it will soon be successfully over, 
They will be enduringly grateful and much good 
will engendered for the institution. 


So. little opportunity for ethical advertisement 
is open to hospitals that this most effective way 
of publicizing the hospital’s humaneness and 
greatness should not be overlooked. One person 
going out and broadcasting praise of an institu- 
tion is worth many hundred invitations to a Hos- 
pital Day open-house, because it has been so per- 
sonal and vital and real. Hospitals that have 
stressed the personal equation in their relations 
to their patients and patients’ families receive 
many commendatory comments, that ineluctably 
evidence the efficacy of such a policy. 


The Recovery Period 


After the critical period is passed, there often 
occurs a reaction from the great emotional and 
psychological experience. It is then that they may 
become querulous and difficult. It is then that 
personal sympathy and attention is most appre- 
ciated. During the convalescent period the patient 
should be visited daily. This should be done by a 
proper hospital authority and it should be a per- 
sonal visit, entirely unrelated to the hospital’s 
medical routine visits. Make them feel that the 
whole organization is pleased by their successful 
progress. 


There are so many things that can be done for 
the recovering patient. If a child, cut-out pictures 
which require little activity can be supplied. For 
the adult, flowers that are still acceptable which 
have been left by others, can be presented. The 
idea should be developed that they are not merely 
the patient in D-48 but a welcomed and honored 
guest. When dismissal time comes, make it a 
gala occasion. Be sure they are escorted to the 
outside door. Let their last contact with the hos- 
pital, like their first one, be personal and pleasant. 


The Out-Patient Department 


The need for that personal touch is particularly 
indicated in the out-patient department. How 
often one seeking help there has that unmistak- 
ably confused look. It is strikingly evident they 
do not know how to go about their purpose. Here 
is where a pleasant sympathetic receptionist 
should be supplied. Such a liaison employee can 
be so helpful to the out-patient. She can guide 
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Diack Control 


A. W. DIACK DETROIT 








WRITE FOR COPY OF BOOKLET 


“The Story of the || ‘he dillerence? 
H ollister Bur th What is the real difference between campaign 


firms? Our answer to that question appears 
. 399 on pages six, seven, nine and ten of the book- 
Certift cate let “This Business of Raising Money,” which 
we will be glad to send you if you want it. 

The prime measure of that difference is in 
Texts WHY more than campaign accomplishment—in money and in 

two thousand hospitals and doctors are goodwill. 
profiting by the practice of supplying birth 


certificates to their clientele. Gladly sent to Kelchum, Ine. 


Hospital Executives and Doctors upon request. 2000 KOPPERS BUILDING 
PITTSBURGH, PENNSYLVANIA 


FRANKLIN C. HOLLISTER, INC. Charter Member, American Association of Fund-raising 


538 West Roscoe Street, Chicago, Illinois Counsel... committed to uniformly high ethical standards 
in the financing of philanthropic institutions. 
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him to the registration desk and seat him while 
he awaits the clinician. She can explain the use 
of the medicines prescribed, direct him to the 
various departments to which he may be sent by 
the doctor. If the wait is long, she can come to 
him at intervals and assure him. Nothing dis- 
turbs a person more than a long wait with no 
attention shown, but much will be endured if he 
knows he is not forgotten. 


With much misgiving, such a position was re- 
cently created in the clinic of a hospital in a 
large city. The trustees of that hospital now 
admit that the constant and useful activity of the 
clinic receptionist is the present measure of their 
former neglect. 


Conclusion 


The need for some employee whose duties are 
entirely concerned with making the stay of pa- 
tients and their families in a hospital personal and, 
hence, more comfortable, is definitely indicated. 
This employee’s activities should be that of a 
liaison officer representing the patient’s interests 
to the institution and the institution to the pa- 
tient. Such a position should carry a title com- 
manding respect and definitely tying it up with 
the administrative end of the hospital. Possibly 


another assistant superintendency could be 
created. By all means, avoid the use of the word 
“hostess”—a term which has lost dignity and 
almost respectability by its use by night-clubs and 
dance halls. 


Every community has many service-minded 
women of culture, poise and leisure, so might it 
not be practical to use a non-salaried person? This 
would be particularly attractive to such a person if 
it carried a flattering title. Cogent objections are 
often advanced against the use of non-salaried 
hospital workers. It is argued they cannot be 
relied upon to conform to regular hours and are 
not always amenable to orders. Why not, then, 
pay a small salary—just enough to put them in 
the employee group and divorce them from the 
voluntary worker class? 


Hospitals are carrying full loads again and will 
be even more taxed in the near future, and with 
the difficulty of obtaining necessary and compe- 
tent help, the tempo of the work will have to be 
stepped up. Regular employees will surely have 
even less time for the amenities of a personal 
relationship with the patient. 


Thought should be given to this problem before 
hospitals are again charged with being “mills.” 





Suit Charging Infringement of Estrone 
(Theelin) Patent Ended by Consent 
Judgment 


A civil action brought by the President and 
Board of Trustees of St. Louis University 
against Hospital Liquids, Inc., of New York, 
N. Y., charging infringement of Letters Patent 
No. 1,967,350 to Doisy et al covering the manu- 
facture and sale of Estrone (Theelin) and Es- 
trone (Theelin) preparations, was concluded 
early in March. The plaintiffs and the defendant 
agreed to a consent judgment involving a cash 
settlement, the amount of which has not been 
made known. 


The consent judgment was entered by Judge 
John P. Barnes in the United States District 
Court for the Northern District of Illinois. The 
consent judgment ordered and adjudged that the 
plaintiffs are the exclusive owners of United 
States Letters Patent No. 1,967,350, together 
with the exclusive right to recover damages 
and/or profits for the infringement thereof. The 
consent judgment further adjudged that Letters 
Patent No. 1,967,350 is good and valid in law and 
that the defendant, Hospital Liquids, Inc., had 
infringed the patent by selling products covered 
by the claims of the same. The consent judgment 
further adjudged that the defendant be enjoined 
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and restrained from making, selling, or using any 
of the subject matter as defined by the claims of 
said Letters Patent. 


The action is the first thus far brought on 
behalf of St. Louis University for infringement 
of Letters Patent No. 1,967,350 which covers the 
manufacture of the isolated crystalline hormone 
(pure crystalline estrone (theelin) ). 


Maternal Mortality 


The latest figures on maternal mortality 
(1939) indicate an all-time low of 4.0 per 1000 
of live births. This represents a decrease of 1624 
per cent from the 4.8 per thousand reported in 
1934. This shows a very favorable contrast to the 
reduction in the general death rate for the same 
period which was but five per cent. 


According to Dr. Edwin F. Daily: 


“A maternal mortality rate of less than 
twenty per thousand now seems possible of 
attainment. This rate will, however, be at- 
tained for the country as a whole only when 
every maternity patient seeks and can obtain 
competent medical care throughout the ma- 
ternity cycle and, when needed, care in a hos- 
pital with an approved maternity service.” 
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You Will Be Proud of These 
New Improved SEPTISOL DISPENSERS 


HEY have everything it takes to please the sur- 

geon and the hospital superintendent. Their 
ease of operation and controlled flow attain a new 
high standard of scrub-up room technique. Their 
amazing soap economy is an important budget re- 
ducer. The most convenient and practical dispenser 
a hospital could use. 


Septisol Dispensers have ALL of these exclusive 
features. 


1 Control Valve. This simple lating device controls the flow of soap, 
ranging from a few drops to a fal ll ounce. This exclusive feature elimi- 
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nates waste. 
2 Combination spout swivel device and filler plu Hit permits spout to swing 
from left to right. Removable to permit easy filling. 


3 Horizontal Dispensing spout cuts down overall height—eliminates 
dripping. 


4 New Foot Operated Feather Touch Pedal. No springs. No washers. 
No moving parts—nothing to wear out. You'll like this. 


one consenee 3 in 
¢ ree modeis-- 
SEPTISOL SURGICAL SOAP | Ba) Sacks Poreableond 
is scientifically prepared from pure Olive Oil, Cochin “ J Gat Type. — 
Cocoanut Oil, and other fine vegetable oils. Made es- Wf “ d ; plated finish. Wall 
pecially for scrub-up rooms. Gives a thick, creamy lather. ‘ , we. hee semeiive 
Helps eliminate danger of infection and roughness that 4 modernly styled 


comes from use of harsh, irritating soaps. base dema 


VESTAL CHEMICAL LABORATORIES, INC. 
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Tomato juice—rich and flav- 
: orful, the finest you can get 
HEALTH-GIVING BEVERAGES in No. 10 containers—is just 
1] d, a one of many Edelweiss va- 
mah Ad ie rieties of fruit and vegetable 
FRUIT and VEGETABLE JUICES juices. Grapefruit juice in 
No. 10 tins is a Sexton devel- 
opment, retaining the natural 
color as well as all of the 
goodness and flavor. Edel- 
weiss golden pineapple juice 
is the very essence of the true 
fruit. Edelweiss grapefruit 
brings the nourishment rip- 
ened in the fruit by the sun 
of the Rio Grande valley. 


SEAT UN 


; ; as QUALITY FOODS 
Edelweiss fruit nectars—ten varieties— 683 
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are unexcelled for post operative diets. 
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News Notes of Interest to the Hospital Field 


J. D. Erskine has been named superintendent of 
the Ephraim McDowell Memorial Hospital, Dan- 
ville, Kentcuky, succeeding Jesse W. Knox who re- 


signed. 


Dr. F. H. Alley has been appointed superinten- 
dent of Oakville Sanatorium, Memphis, Tennessee. 
Dr. Alley succeeds Dr. J. A. Price, who retired 


recently. 
—_—~——_———_- 


Sister Mary Ann, administrator of St. Vincent’s 
Hospital, Los Angeles, California, has retired from 
active service. Sister Alphonsine, administrator 
of DePaul Hospital, St. Louis, Missouri, has re- 
placed Sister Mary Ann as. administrator of St. 
Vincent’s, and Sister Roberta, who was Sister Al- 
phonsine’s assistant at DePaul Hospital, has as- 
sumed her duties as administrator at DePaul. 

a 

Bertha E. Beecher, who has been connected with 
Christ Hospital, Cincinnati, Ohio, for the past 
twenty-four years and since 1927 has been as- 
sistant superintendent, has resigned that position 
and will become superintendent of the deaconess 
work connected with the Elizabeth Gamble Dea- 
coness Home Association, Cincinnati. 

Mollie Bowman, R.N., has assumed her duties 
as administrator of the Susan B. Allen Memorial 
Hospital, El Dorado, Kansas. 

—_——. 

Dr. R. E. Bushong resigned as State Commis- 
sioner of Mental Diseases, Columbus, Ohio, since 
1940, to become superintendent of the Lima State 
Hospital, Lima, Ohio. Dr. Bushong was superin- 
tendent of the Lima State Hospital from 1933 to 
1938. Doctor Bushong succeeds Dr. H. M. Turk, 
who resigned on July 2. 

pj. 

Sister Mary Cyril, formerly superintendent of 
Loras College Infirmary, Dubuque, Iowa, is now 
superintendent of Sacred Heart Hospital, LeMars, 


Iowa. 
———>—___. 


James L. Dack, who recently completed the 
course in hospital administration at the University 
of Chicago, is now at Butterworth Hospital, Grand 
Rapids, Michigan. 

ee een 

Mrs. Pierina Egan, R.N., who recently resigned 
as superintendent of Vereen Memorial Hospital, 
Moultrie, Georgia, has accepted a position as ad- 
ministrative assistant in the Maintenance Division 
of Charlotte Memorial Hospital, Charlotte, North 


Carolina. 
—_— 


Dr. James A. Elliott of Battle Creek has been 
appointed medical director of Soldiers Home Hos- 
pital, Grand Rapids, Michigan, effective October 1. 
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—_— p———— 
Lulu E. Ferris is superintendent of nurses and 
principal of the school of nursing in White Cross 


Hospital, Columbus, Ohio. 
—_—— @——— 


Morrell Goldberg has been appointed superin- 
tendent of the Jewish Sanitarium and Hospital 
for Chronic Diseases, Brooklyn, New York. Mr. 
Goldberg has for the past four years been assist- 
ant superintendent of the Beth-El Hospital in 


Brooklyn. 
—_—~—_——_. 


Mrs. Margaret O. Houser has resigned the su- 
perintendency of the Eliza Coffey Memorial Hos- 
pital, Florence, Alabama, effective October 1. 

—_——_<——— 

Chester V. Kiltz has resigned as superintendent 
of the Martha Washington Hospital, Chicago, and 
is now stationed at Fort Sam Houston, Texas. 

ania ae, 1 

Robert Chandler Kniffen, formerly assistant to 
the superintendent of the New York Hospital, has 
been appointed superintendent of the Paia Hos- 
pital on the Island of Maui, Territory of Hawaii. 

csouediitiniiiies 

Mabel Korsell, R.N., has assumed her duties as 
superintendent of Ashton Memorial Hospital, 


Pipestone, Minnesota. 
niisiiitiiatided: 

Mabel L. Kuebler succeeds Marie C. Gobel, R.N. 
as superintendent of Marion General Hospital, 
Marion, Indiana, effective September 1. 

——g———. 

Dr. John W. Lawlah has resigned as medical di- 
rector of Provident Hospital and Training School, 
Chicago, to accept the appointment as dean of the 
medical school of Howard University, Washing- 
ton, D. C. Dr. John B. West has succeeded Dr. 
Lawlah as medical director of Provident Hospital. 


>. 
Dr. H. P. Lee has been appointed superinten- 


dent of the Cleveland State Hospital, Cleveland, 
Ohio. 
—_——_~—_——_. 

Dr. G. C. Overstreet has been named part-time 
superintendent of the Morrell Hospital, Lakeland, 
Florida. Doctor Overstreet was named acting 
superintendent of the municipally owned and op- 
erated hospital three months ago, succeeding C. S. 


Myers. 
, ; 
Sister Margaret Regina recently assumed her 


duties as superintendent of the Antonio Hospital, 
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of CONSULTANTS POSITIONS OPEN 
h- ae s. oo ra ae Mere AZNOE'S-WOODWARD MEDICAL PERSONNEL BUREAU 
a. ome, Pennsylvania elephone Rome : 
Send for copy “PREVENTION OF DEFICITS” Son Tetiey Worden’, Hane 
30 North Michigan Avenue 
Chicago, Illinois 
POSITIONS WANTED NURSING—Executive: (A) Administrator; southern woman 
d preferred, to assist with nursing education; 50-bed 
PURCHASING AGENT, age 27, member of New England southern hospital; $125, maintenance. (B) Superintend- 
S and National Associations of Purchasing Agents, desires ent Nurses; desirable southern location; salary open. (C) 
change from present hospital employment. Will locate Assistant Director Nursing; college graduate; outstand- 
anywhere. Address Box A-1, HOSPITALS. ing eastern hospital offering unlimited opportunity ad- 
sigh eal ideal bance, * ean tee salary 
, full maintenance. (D uperintenden urses; pre- 
\- AMERICAN HOSPITAL BUREAU (Agency) ferably 35 or over, experienced; plessant are 
1825 Empire Stat ospital; salary dependent experience. ea urse, 
1] N P York — qualified anesthesia; small southern hospital; $125, 
ow fore Vily maintenance. (F) Director Nurses; re-establish training 
me Charlotte M. Powell, R.N., Owner-Director school, progressive north central hospital; some teaching 
' Specializing in Superior Personnel required; salary open. (G) Superintendent Nurses; de- 
- ALL MEMBERS of our organization are—or have been— sirable small municipally owned New York hospital; 
" Executives in Hospitals or Schools of Nursing and are salary open. H-69. 
kecnly interested in the intelligent placement of a supe- NURSING—Educational: (A) Nursing Arts Instructor; pleas- 
rior type of personnel. $120 pperon g etnng na with booed Fa same we 
AS WE charge no registration fee, our service can e- 20, maintenance. ( ssistant ROCROy “Bier UC LOE s 
lective one and applicants are registered on the BA middle-western hospital, college city offering facilities 
) Training, Experience and Personal Characteristics only. further university work; $150, full maintenance. (C) As- 
- All information is carefully verified. sistant Instructor; experienced, not necessarily college 
WHETHER YOU E i O graduate; lovely southern hospital; $125 monthly. (D) 
= caine. or we at te aa ee —_ Science Instructor; college degree required; exceptionally 
more important position write to us and let us help you poo Pagan en hospital; salary dependent quali- 
to find what you want. x iy 
t THE MEDICAL BUREAU THE MEDICAL BUREAU 
] M. Burneice Larson, Director M. Burneice Larson, Director 
Palmolive Building Palmolive Building 
Chicago, Illinois Chicago, Mlinois 
RADIOLOGIST—B.S., M.D. degrees, state university; two- ADMINISTRATOR—Young lay administrator for superin- 
year rotating internship; three years’ excellent training tendency, 125-bed general hospital; small community; 
) in radiology; taking American Board this month. H10- initial stipend, about $250;-East. H10-1, Medical Bureau 








11, Medical Bureau (Burneice Larson, Director), Palm- 
olive Building, Chicago. 


PATHOLOGIST—Certified by American Board in Clinical 
and Anatomical Pathology; B.S. and M.D. degrees, state 
university; six years on staff, department of pathology, 
state university; three years, director of laboratories to 
125-bed hospital; not likely to be called to service. H10- 
12, Medical Bureau (Burneice Larson, Director), Palm- 
olive Building, Chicago. 

ADMINISTRATOR—Young layman who has specialized in 
hospital administration; A.B. degree from state uni- 
versity; several years’ successful business experience, 
followed by year’s graduate training in hospital admin- 
istration; year’s administration internship: particularly 
eager for position as assistant superintendent of large 
hospital or superintendency of small hospital. H10-13, 
Medical Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 


MEDICAL ANESTHETIST—Bachelor’s and medical degrees, 
state university; year’s residency in anesthesia: five 
years’ excellent experience; certified by American Board 
of Anesthesiology. H10-14, Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 


EXECUTIVE—Graduate nurse especially well-trained is 
available for position as administrator fairly large vol- 
untary hospital or for directorship of school having ap- 
proximately 100 students; B.S., M.A. degrees; six years, 
assistant superintendent, 200-bed hospital; four years, 
director of nurses, school of 75 students. H10-15, Medi- 
cal Bureau (Burneice Larson, Director), Palmolive Build- 
ing, Chicago. 





POSITIONS OPEN 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 

DIRECTOR, SCHOOL OF NURSING: College graduate; ex- 
perience in schools of nursing. 250-bed eastern hospital. 
Salary open. 

ASSISTANT SUPERINTENDENT OF NURSES: Some ex- 
perience; good educational background. 175-bed hos- 
pital, central New York, college town. Salary open. 

ASSISTANT DIRECTOR OF NURSES: College education. 
300-bed tuberculosis sanatorium; post-graduate and affi- 
liate students. Mid-western state. 

EDUCATIONAL DIRECTOR: Qualified to teach social sci- 
ences, and assist with health program. Southern uni- 

. versity hospital. Salary $140. 

NIGHT SUPERVISOR: 250-bed general hospital; university 
city. Salary open. (b) 150-bed outstanding hospital, 
Colorado. (c) 300-bed New Jersey hospitah 


(Burneice Larson, Director), Palmolive Building, Chicago. 

SUPERINTENDENT—Graduate nurse with executive expe- 
rience to take charge 50-bed general hospital; midwest. 
H10-2, Medical Bureau (Burneice Larson, Director), 
Palmolive Building, Chicago. 

DIRECTOR OF NURSES—Quailified to build college of nurs- 
ing in conjunction with college of medicine; duties in- 
clude managing nursing service of university hospital; 
Master’s degree, experience in recognized institution re- 
quired. H10-3, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 

ADMINISTRATIVE ASSISTANT—To assist director of 
nursing school, one of country’s leading hospitals; Mas- 
ter’s degree in Nursing Education, teaching experience 
in university school essential; unusual opportunity. H10- 
4 Medical Bureau (Burneice Larson, Director), Palm- 
olive Building, Chicago. 

INSTRUCTORS—(a) Nursing arts; 500-bed hospital; $150. 
maintenance; East. (b) Social science subjects include 
psychology, sociology, public health; 800-bed hospital; 
$125, maintenance. (c) Instructor for small but old, 
state-accredited training school; $125, maintenance; 
Kansas. H10-5, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 

SUPERVISOR—Supervisor of clinical instruction; 400-bed 
midwestern hospital; $165. H10-6, Medical Bureau (Bur- 
neice Larson, Director), Palmolive Building, Chicago. 

RECORD LIBRARIAN—To take charge of department, 300- 
bed general hospital; $1,500, partial maintenance; New 
England. H10-7, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. ’ 

EXECUTIVE HOUSEKEEPER—Qualified to take charge in 
large hospital: comparatively new building; vicinity New 
York City. H10-8, Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 

DIETITIAN—Chief dietitian; 300-bed municipal hospital; 
some teaching: South. H10-9, Medical Bureau (Bur- 
neice Larson, Director), Palmolive Building, Chicago. 

TECHNICIANS—(a) Chief technician to direct staff of ten 
under supervision certified pathologist; must be good or- 
ganizer; vicinity $2500. (b) Graduate nurse qualified in 
x-ray and laboratory; industrial appointment; about 
$130; East. H10-10, Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 
SCIENCE INSTRUCTOR: $125, maintenance; New Jersey. 


ae DIRECTOR: Degree; $130, maintenance; 

south. 

And many other openings for nurses, technicians, dietitians, 
physicians, nurse executives! 
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Kenton, Ohio. Sister Margaret Regina succeeds 


Sister Marie Joseph, who retired. 
—~——. 


Rebert M. Schnitzer, who recently completed 
the course in hospital administration at the Uni- 
versity of Chicago, has been appointed adminis- 
trative intern at Memorial Hospital, Orange, New 


Jersey. 
—<——— 


Roland A. Scott has been appointed adminis- 
trator ef the Burnham City Hospital, Champaign, 
Illinois. Mr. Scott took special work in hospital 
administration at the University of Chicago and 
received his early hospital training at the Michael 
Reese and Grant Hospitals in Chicago. For the 
past year he had been associated with the Evan- 
gelical Hospital of Chicago as assistant superin- 
tendent. Mr. Scott will assume his new duties on 
October 1. 


ie 

F. W. Standart, chairman of the board of man- 
agers of St. Luke’s Hospital, Denver, Colorado, 
retired after forty-five years of service, and W. L. 
Petrikin was elected to the chairmanship. 

pe a 

Melvin D. Sutley has resigned as managing di- 
rector of the Delaware County Hospital, Drexel 
Hill, Pennsylvania, to accept the superintendency 
of the Wills Hospital, Philadelphia. Mr. Sutley 
succeeds Stephen Wierzbicki, who died recently. 

a 

Jeanette Taylor, who for the past three years 
has been superintendent of Union Hospital, Dover, 
Ohio, has resigned, effective November 1. 

—_—_~—_——. 

Major Floyd E. Weeks has resigned as super- 
intendent of the Michigan Soldiers’ Home, Grand 
Rapids, Michigan, to accept a position as one of 
three new specialists in state buying appointed 
recently by the State Purchasing Committee of 
Michigan. Major Weeks will be in charge of 
purchasing hospital equipment and chemical 
supplies. 

Seated, 

Sister Mary William was appointed superior of 
Mercy Hospital, Chicago, and Sister Mary Re- 
dempta was appointed superintendent to succeed 
Sister Mary Lidwina, who occupied the combined 
post of superior and superintendent since 1935. 
Sister Lidwina will become procurator for the pro- 
vincial house of the order in Chicago. 

Sn 

Anna Grace Williams, R.N., has resigned as ad- 
ministrator of the G. N. Wilcox Memorial Hos- 
pital, Lihue, Kauai, Hawaii, and Estelle Annesser, 
R.N., has been appointed as administrator to suc- 
ceed Miss Williams. 

Pea eee 

Dr. Andrew H. Woods, medical director of the 
Iowa State Psychopathic Hospital, Iowa City, 
Iowa, has retired after having served the Uni- 
versity of Iowa for thirteen years. 


126 


Mrs. Elizabeth Woolson has been appointed su- 
perintendent of the Julia Chester Hospital, Hope, 
Kansas, succeeding Mrs. Mary Summers, who re- 
signed. 


dics. 

Herman Zaagman, purchasing agent of Butter- 
worth Hospital, Grand Rapids, Michigan, has been 
called to active duty as a Lieutenant in the Med- 
ical Administrative Corps of the United States 
Army and assigned to the Medical Field Service 
School, Carlisle Barracks, Pennsylvania. 

—»——_——— 

Anniston, Alabama—The Catholic Sisters of 
Mercy from Baltimore, Maryland, have taken over 
the operation of Garner Memorial Hospital at 
Anniston, Alabama, for one year, starting Septem- 
ber 15. Mrs. C. D. Taylor resigned as superinten- 
dent of the Garner Memorial Hospital and will 
become manager of the new county hospital in 


Rome, Georgia, when it is completed. 
——»———— 


Little Rock, Arkansas—The board of control of 
the Arkansas State Hospital is planning the con- 
struction of another unit of the hospital to be 
located on the grounds of the University of Ar- 
kansas Medical School at Little Rock, Arkansas. 
The new building will have a capacity of about 
one hundred beds and will be used to house the 


acute mentally ill. 
——< 


Santa Monica, California—Transfer of title of 
Santa Monica Hospital, Inc., Santa Menica, Cali- 
fornia, to the Lutheran Hospital Society of South- 
ern California, has been completed. The hospital 
will be converted into a nonprofit charitable in- 
stitution, and operation under the new administra- 
tion is expected to start January 1, 1942. 


sinned: 

Naples, Florida—Plans have been approved for 
a proposed hospital for Naples, Florida, to cost 
approximately $32,000. 


—_——.@———__ 
Carrollton, Illinois—The new Boyd Memorial 
Hospital, Carrollton, Illinois, has been completed 
and was dedicated on September 21. The dedica- 
tory address was delivered by Rev. Paul R. Swil- 
ling, superintendent of the Evangelical Deaconess 


Home and Hospital, St. Louis, Missouri. 
—— 


Fairbury, Illinois—Plans have been approved 
for the construction of a new obstetrical unit to 
Fairbury Hospital, Fairbury, Illinois. 

—_—_—_—__—_—. 

Springfield, Illinois — The Springfield Hospital, 
Springfield, Illinois, has oversubscribed its cam- 
paign for $1,100,000 for constructing a new build- 
ing. The new hospital, which will be eight stories 
high and have a capacity of 250 beds, exclusive of 
the nurseries, will be known as the Memorial Hos- 
pital of Springfield, Illinois. Mrs. Jacob Bunn is 
president of the board of directors. Will, Folsom 
and Smith, Inc., was the public relations and fund- 
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raising counsel, Burnham and Hammond, archi- 
tects of Chicago, designed the new building; and 
the late Dr. William H. Walsh was consultant. 


——< 

Watseka, Illinois—Plans have been prepared for 

the proposed new wing of the Iroquois Hospital, 
Watseka, Illinois. 


—_—_»———— 

Morganfield, Kentucky—Plans have been ap- 

proved for the construction of a modern hospital 
of twenty-five bed capacity to cost $60,000. 


TS i 

Madelia, Minnesota—The citizens of Madelia, 
Minnesota, at a special election, approved a $10,000 
bond issue to purchase the McCarthy Hospital to 
be used as a community hospital. 


Ss i aires es 

Gulfport, Mississippi— Smith and Norwood, 
Gulfport architects, are preparing plans and speci- 
fications for a 50-bed hospital at Wiggins, to cost 
approximately $92,000. They are also preparing 
plans for construction of a 40-bed hospital at Luce- 
dale, to cost approximately $70,000. 


—___——. 

Joplin, Missouri—St. John’s Hospital, Joplin, 

Missouri, is planning construction of a new unit 

which will double the size of the present institu- 

tion. The proposed new unit will contain one hun- 

dred beds. Sister Mary Alphonsus is superinten- 
dent of St. John’s Hospital. 


iniaitdiliaamin 

Cincinnati, Ohio—J. A. Diekmann, superinten- 
dent of the Bethesda Hospital, Cincinnati, Ohio, 
advises that the Bethesda Hospital is considering 
a building program involving the expenditure of 
$400,000. The program calls for razing two ob- 
solete buildings and replacing them with one new 
unit of modern design and construction. 


a ean nlleog 

Columbus, Ohio—The White Cross Hospital, 
Columbus, Ohio, has been the recipient of three 
legacies: $500 from Mrs. E. C. Beery of Athens, 
Ohio; $3000 from Harvey A. Fry of Columbus; 
and $100,000 from Helen Thompson. 


anemnaitiaeaates 
Greenville, Ohio—The Wayne Hospital, Green- 
ville, Ohio, is completed and now ready for opera- 
tion of its new unit which cost $60,000. Christine 
Evans is superintendent of Wayne Hospital. 


cedieaialidinctiass 

Ravenna, Ohio—-Federal Works Agency has an- 
nounced that a $250,000 hospital project for Ra- 
venna, Ohio, has been approved by President 
Roosevelt as part of the national defense program 
under the public facilities act. The Ravenna proj- 
ect calls for the construction of a fireproof addi- 
tion to the existing hospital and for the construc- 
tion of a nurses’ home. 


* —— 

Limeport, Pennsylvania—The Sacred Heart 
Sanatorium for the care of Catholics in'the North- 
ampton and Lehigh County Sections of the Arch- 
diocese of Philadelphia, at Mt. Trexler near Lime- 
port, Pennsylvania, was dedicated on September 
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... their adoption NOW 
under present conditions 
means REAL ECONOMY for 
your hospital. 


OVER 800 STANDARDIZED 
FORMS to select from—there 
is a standard form for practi- 
t - cally every department and 
sor they are AUTHORITATIVE, 
many approved by A.H.A.and 
A.C.S. Printing in large lots 
as we do, the prices are LOW 
—and you can make further 
savings by buying under 
our Assorted Lot Plan. 








PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. HARRISON ST. CHICAGO, ILL. 
I 10-41 


THE $300,000 prive 
for Memorial Hospital 


WITH CAPTAIN BRATE 


I helped our Albany Hospital with $1,200.00 in 
$700,000 drive for larger building, and I was Captain in 
the drive to raise the $300,000 for The Memorial Hospi- 
tal and I also helped St. Peter’s Hospital of Albany 
with cash. 

I will save you money on your Nurse’s Blanks and 
Physician’s orders. 

I ship Nurse Recerds all over the U. S. at one-half of 
what they are worth in your city. I have over 100 
Plates. 

I hope to hear from you by return mail with copies of 
all Nurse’s Blanks and Physician’s Orders you need for 
cost bids. 

Please look up your supply at once. 

I assure you that my 100 FREE stock Plates and my 
FAST PRESSES will save you a lot of money. 


C. P. BRATE 


EXACT COST 
HOSPITAL PRINTER 


59-61-63-65-67 
Hudson Ave., 
Albany, N. Y. 























